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An Innovation in Endocrine Therapy of 
Proven Efficiency 


Two distinct principles isolated from the corpus luteum have been shown by Seitz, Wintz and 
Fingerhuth to exert two opposite actions in the treatment of menstrual disorders. 


. One of the two distinct principles of the corpus 

Ag omensin, luteum of the ovary, a Lisedanailae eiiekk is obtained 

cooee 9 from the corpus luteum in the early stage of its 
Ciba development. 
Indications 

Amenorrhea, retarded sexual development, genital hypofunction, disturb- 
ances incident to the menopause, etc. 


Issued In: 

Tablets, in bottles of 20, each containing 1/3 grain. Ampules, each con- 
taining 2/3 grain (equivalent to 2 tablets) in cartons of 5 and 20. 

Dosage 

1 to 3 tablets three times daily, or 1 to 4 e.c, injected deeply, subcutane- 
ously or intramuscularly two or three times a week. 


One of the two distinct principles of the corpus 


Sistomensin, luteum of the ovary, a luteolipoid which is ob- 

un ”? tained from the fully developed corpus luteum, 
Ciba and which exerts a pronounced inhibitory influence 
upon hemorrhage. 

Indications 

Functional dysmenorrhea, hemorrhages during puberty, menorrhagia with- 

out organic etiology, metrorrhagia, hemorrhage of menopause. 

In habitual profuse menstruation begin treatment two or three days be- 

fore expected period. In menorrhagia, the maximum dose should be given 

for 3 or 4 days. 


Action is generally rapid and well marked. Usually after the chaiedt dose, 
the menses decrease without being suppressed. Pain is also relieved. 
Issued In: 

Tablets, in bottles of 40, each containing 1/5 grain. Ampules, each con- 
taining 4/5 grain (equivalent to 4 tablets) in cartons of 5 and 20. 


Dosage 
1 to 2 tablets three times daily, or 1 to 2 ¢.c. injected deeply, sub- 
cutaneously or intramuscularly once daily. 
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Original Communications 


THE COINCIDENCE AND INTERFERENCE OF UTERINE 
TUMORS* 


$y Pror. Dr. OSKAR FRANKL, VIENNA 
(From the First ‘‘Universitits Frauenklinik’’) 


HE frequent coincidence of different tumors in the same uterus 

induced me to investigate carefully the material of the First Gyne- 
ecological Clinie of Vienna between May 1, 1908, and December 31, 
1923. In presenting the results of these extensive investigations, I 
wish to divide the cases into three groups: (1) myoma and sarcoma; 
(2) myoma and carcinoma; (3) carcinoma and sarcoma. 


I MYOMA AND SARCOMA 


It seemed to me of particular significance to observe how frequently 
sarcomata developed within myomata, and whether there is a differ- 
ence between such sarecomata and these unassociated with myomata. 

First of all I wish to present the entire material examined in Table 
Ia, belonging to this group. 


TABLE Ia 
May 1, 1908 To DECEMBER 31, 1923. 


Cases of uterine myoma 
‘¢ sarcoma 


and eareinoma 


It is my hope that this abundant material will furnish statistical 
data for comparison with that of other investigators. The cases of 
myoma alone are summarized in Table Ila. 


_ *Read by invitation at the Thirty-seventh Annual Meeting of the American Asso- 
ciation of Obstetricians, Gynecologists and Abdominal Surgeons, Cleveland, Ohio, 
September 18 to 20, 1924. 


NoTE: The Editor accepts no responsibility for the views and statements of 
authors as published in their ‘‘Original Communications.’’ 
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TABLE Ila 
1878 CASES OF UTERINE MYOMA 


Body 1844 
Cervix 1.38% 34 
Pedunculated myoma of the fundus (of these with twisted pedicle 7) 8 
Intramural myoma 2 
Myoma and pregnancy 49 
Myoma and adenomyosis 7 
Hematometra, hematosalpinx 4 
Myoma and tuberculosis uteri 4 
Myoma and malformations of the uterus 6 


Among 1878 cases of myomata I found forty-six sarecomata, about 
the same proportion as in my textbook published ten years ago, where 
I recorded 514 myomata with twelve sarcomata. In Table IIIa, are 
given in addition statistics of other observers. I may remark that the 
high percentage of Warnekres is of no general value. 


TABLE IIIa 


Per cent 


Frankl, 1878 Myomata, 46 sarcomata 2.4 
Frankl, 514 Myomata, 12 sarcomata 2.3 
Warnekres 10 

Schottlaender 33 
Doéderlein 3.0 
Hofmeier 2.0 
Eckler 2.0 
Miller 2.0 
Leith 2.0 
Evans 1.8 
Olshausen 1.2 
Berreitter 0.4-0.5 


My observations, as well as those reported in the literature, indicate 
that sarcoma of the uterus should be considered a rare form of tumor. 

If we ask what is the relationship of uterine myomata and sareomata 
to each other, several answers are possible: (a) the same uterus may 
contain a myoma and a sarcoma entirely independent of each other; 
(b) a myoma may be destroyed by a sarcoma which developed outside 
of it; (c) most frequently, however, the sarcoma develops within the 
myoma, growing from the center to the periphery, so that the myoma 
becomes destroyed and is replaced by the sarcoma. The latter group 
of cases should be described in detail. 

The most important point in this problem is the histogenetie de- 
velopment of the sarcoma cells. Does the sarcoma cell develop by 
so-called metaplasia from the cellular element of the preexisting 
myoma? Many years of histologic study and experiments on animals 
lead me to the following conceptions of the tumor problem in general 
and of the development of sarcomata within myomata in particular. I 
am giving due consideration to the extensive literature on the subject, 
but must necessarily set it aside for the present. 
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Only such cells of the organism are fully mature which are com- 
pletely differentiated histologically and which functionate physiolog- 
ically. Therefore the elements of a benign tumor cannot be considered 
to be fully mature. Though matured histologically, they are physio- 
logically inferior. Only such cells are fully mature which are found 
within an organ, their nutrition, growth and function having adapted 
themselves exactly to their surroundings and having adjusted them- 
selves to the general economy of the organism. I have never seen 
transitions of fully matured cells into neoplastic elements as would 
permit me to conelude that normal cells develop into tumor cells by 
metaplasia. While agreeing with Strong, I venture to assume that 
a fully matured element can never develop into a benign tumor eell. 
It is contrary to our conceptions of development to believe that ele- 
ments of an inferior kind can develop from such of the highest type. 
Observations on regeneration following surgical lesions as well as 
animal experiments lead us to believe that among fully matured tissue 
cells there are unused cells, not fully differentiated, which have the 
ability to produce new elements. These are properly located ortho- 
tropic cells. Of course it is easier to find improperly located, that is, 
heterotropic, indifferent cells and cell groups. R. Meyer collected a 
large number of such findings and I can add a recent instance of a 
small island of stratified epithelium with not fully matured elements 
within the broad ligament of a newborn child. Orthotropiec immature, 
poorly differentiated cells in groups, can easily be recognized. 
When speaking of carcinoma and sarcoma in the third part of this 
paper, I shall refer to such findings and the ability of these cells to 
produce tumors. At any time such eells may either degenerate or 
produce normal elements which would fully mature and keep their 
equilibrium within the tissue. When these indifferent cells are irri- 
tated by some (hitherto unknown) stimulant, a tumor may develop 
from this souree. Whether this irritation is produced by pathologic, 
biochemical qualities of the fluids of the body or by bacterial toxins, 
is absolutely unknown at present. We know that the entire organism 
is affected in cases of malignant tumors, but not in cases of benign 
tumors. 

Proliferation of poorly differentiated cells may result in their 
maturity histologically. A benign tumor will develop if the elements 
show such an intensive increase that they lose the equilibrium with 
their neighboring tissues. But when the increase of the cells takes 
place without any histologic maturation, the product will be a malig- 
nant tumor. This happens under the influence of a general involve- 
ment of the organism. The indifferent building material of the tumor 
reacts to the local stimulation with increase of cells, which do not 
mature. 
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The question naturally arises whether a proof exists for the asser- 
tion that embryonic cells are able to produce true tumors, particularly 
malignant growths. Attempts have been made to prove this by sero- 
logic experiments but have not led to any definite results so far. 
Many careful observers tried to decide this question by animal experi- 
ments, but the injection of embryonie eells has never produced true 
tumors. I personally experimented with emulsion of cells of fetal 
mice which I injected subeutaneously into the back of adult mice. 
Structures resembling myxomata resulted but I do not claim that 
these were true tumors. The presence of embryonic cells is not suffi- 
cient in itself to produce a tumor. 

However we have proof that embryonie cells are capable of produe- 
ing tumors, a proof, which nature offers us herself. Chorionepithelioma 
is a very malignant growth, which consists entirely of embryonie cells 
without any connective tissue or blood vessels. 

From this point of view, the coincidence and interference of myoma 
and sarcoma in the uterus, appear in a different light than the ad- 
herents of the teaching of ‘‘metaplasia’’ believed. If a myoma de- 
velops from indifferent elements in consequence of stimulation, then 
it happens in the following manner: The indifferent cells proliferate 
but at the same time they undergo an extensive histologic differentia- 
tion, they do not mature physiologically and their equilibrium with 
their surroundings is lost. It may happen that on account of a patho- 
logic quality of the body fluids, the proliferating cells will suddenly 
cease to become histologically mature and remain in a more or less 
low grade of maturation. These cells destroy the neighboring tissues 
and if such a sarcoma develops in the center of a myoma, its elements 
devour the histologically, fully mature cells of the myoma and occupy 
their place. Therefore, I do not speak here of ‘‘malignant degenera- 
tion,’’ because we reserve the word ‘‘degeneration’’ for benign retro- 
grade metamorphosis. Here we have to deal with ‘‘sarcomatous de- 
struction.”’ 

Sometimes the elements of a sareoma show such high degree of 
histologic maturation, that it might be very difficult and at times im- 
possible to recognize the sarcomatous qualities of the cells. My ex- 
perience shows that it is possible to find typical elements which render 
the diagnosis easier, if one examines numerous sections from various 
parts. I would advise that such tumors be designated ‘‘sarcoma of 
high maturity,’’ as I designated similarly some years ago the so-called 
‘fadenoma malignum’’ as a ‘‘glandular carcinoma of high maturity.’’ 

Sarcomatous tumors of the uterus which contain cartilage, striated 
muscle fibers, osteoid tissue, were found three times in our material. 
In such cases one cannot exclude a preexisting myoma, but in the 
majority of cases there was no preexisting fibroid. 

The decision whether in a case of sarcoma there formerly existed a 
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myoma is not always easy to make. Occasionally a myoma cannot be 
excluded because it might have been destroyed by a sarcoma. But 
not rarely the preexisting myoma is still clearly recognizable. There- 
fore the positive finding is of higher value than the negative. For the 
recognition of a preexisting myoma I place special stress on the com- 
pletely or partially preserved myoma capsule, on the are-like sharp 
borderline of the former myoma, which the edge of the sarcoma 
follows. 

Table IVa, contains the results of the examinations of my entire 
sarcoma material based on these signs. 


TABLE IVa 


38 CASES OF UTERINE SARCOMA 
PROBABLY PREEXISTING 
| MYOMA 


17 5 15 l 


PREEXISTING MYOMA MYOMA NOT PREEX. | UNDETERMIN. 


It is of interest to investigate whether there exist clinical differences 
between sarecomata with and those without any preexisting myoma. 
Table Va, shows the data of the ages of our patients. 


TABLE Va 


TOTAL MS | § | U 
50 years or more 21 9 12 
6 of these beyond 59) 
40-49 16 13 3 
10 or less 1 1 


It is evident that the eases of sarcoma which develop independently 
of a myoma within the myometrium or the mucous membrane, gener- 
ally occur later than those with a preexisting myoma. This is ex- 
plained by the fact that myomata in general originate at earlier ages. 
Sarcomata in the young are very rare. Our material does not contain 
any cases in children. 

Regarding the number of previous pregnancics the following con- 
ditions may be of interest. 


TABLE Via 


PREGNANCIES OF SARCOMA BEARER 


9 Nulliparae 


3-4 pregnancies | 9 
5-9 66 12 
26 Multiparae 10 wis 2 
11 1 
12 


AVERAGE NUMBER OF PREGNANCIES OF SARCOMA BEARER 


MS 


345 6.06 


| 
— - _ —— — 
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-atients in whom myomata surely or probably preceded the sar- 
ecomata averaged 3.45 pregnancies. Patients in whom there was no 
definite evidence of a preexisting myoma averaged 6.06 pregnancies. 
This agrees with the fact that the presence of myoma diminishes to a 
certain degree the number of pregnancies, while sarcoma without any 
preexisting myoma does not influence the condition. Our material 
shows that such sarcomata (S) occur more frequently in multiparae. 

The shape and location of uterine sarcomata are exceedingly varied. 
Sareomata which develop within myomata (MS) appear in the ma- 
jority of eases in interstitial fibroids and grow in a centrifugal or cen- 
tripetal direction. The mucosa may be penetrated, the broad ligament 
expanded and perforated, and not infrequently involves the peri- 
toneum. The sarecomata which develop without any preexisting 
myoma are, in the overwhelming majority of cases, tumors which 
project into the eavity of the uterus as nodules, villi or ‘‘grapes.’’ 
They do not penetrate as a rule very deeply into the myometrium and 
their borderline runs parallel to the perimetrium. The microscopic 
diagnosis of these tumors is nearly always possible. In sarcomata 
with preexisting myoma (MS) the microscopic diagnosis is possible 
only when the tumor has penetrated the mucous membrane. These 
points are illustrated in Table VITa. 


TABLE VIIa 


MATERIAL FOR MIcROoSCcOPIC EXAMINATION 


l POSSIBLE TO GET | 


IMPOSSIBLE TO GET 


MS eases 7 15 
Ss | 15 eases 14 1 


On account of the exceeding difficulty to clinically diagnose uterine 
sarcoma, I considered it necessary to go into detail discussing this 
question. 

For the same reason a few words about bleeding may be added. 
Pathologie bleedings play a very important role in both groups of 
sarcomata. In the group S among fifteen casse there was only one 
without bleeding. Among the tumors of the other group (MS) there 
were six cases without any irregular, and two eases with insignificant 


bleeding. (See Table VIIIa). 


TABLE VIIIa 
HEMORRHAGE 


MS | 22 eases | 14 times 
S 15 cases 14 times 


The prognosis of uterine sarcoma is bad. Only early diagnosis may 
prevent recurrences which are usually due to invasion of tumor cells 
into blood vessels. The diagnosis of sarcoma presents great difficulties. 
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The symptomatology does not offer any positive differentiation from 
myoma. It is frequently impossible to obtain any material for histo- 
logic examinations. Perhaps some day serology will offer diagnostic 
means which clinical and microscopic methods do not give us so far. 


Il. MYOMA AND CARCINOMA 

The relations between myoma and carcinoma occurring in the uterus 
simultaneously or succeeding one another, must be studied from three 
points of view: (1) Simultaneous occurrence of carcinoma and myoma 
in the same uterus but independent of each other; (2) Simultaneous 
occurrence of myoma and carcinoma with local interrelationship, grow- 
ing within one another; (3) Occurrence of a cancer in the stump of 
a uterus, which was amputated supravaginally for a myoma. Table 
Ib will illustrate the examined material. 


TABLE Ib 
1878 CASES OF MYOMA, 1036 CASES oF CARCINOMA 


Cervix 919 


Body 117 (11.2%) 


The accompanying tables (IIb, and IIIb) show the associated con- 
ditions and lesions. 


TABLE IIb 


CHARACTERISTIC OF 919 CASES OF CARCINOMA OF THE CERVIX 


Lipoma in the myometrium 
Metastasis in the endometrium 
Metastasis in the myometrium 
Carcinoma of the stomach 
Tuberculosis of the endometrium 
Carcinoma of the ovary 
Malformation of the uterus 
Pregnancy 

Hematometra, hematosalpinx 

After supravaginal amputation, total 


TABLE IIIb 


CHARACTERISTIC OF 117 CASES OF CARCINOMA OF THE UTERINE Bopy 


Carcinoma of the ovary 11 
Tuberculosis of the perimetrium 1 
Carcinoma of the tube 3 
Carcinoma of the breast 1 


We note therefore 1878 cases of myoma and for the same period 
1036 cases of carcinoma, 919 of the cervix and 117 of the body. In 
72 cases, myoma and carcinoma were found in the same uterus. Among 
919 cases of cervix cancer, 62 uteri also contained myomata. Among 
117 eases of body eancer, 10 uteri also contained myomata. 

These figures stand in such strong contrast with the data of other 
investigators that I must refer to the literature here more closely. I 


1 
1 
2 
I 
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TABLE IVb 


CASES OF CARCINOMA l COMBINED WITIT MYOMA 
919 of the Cervix 62 
117 of the Body 10 
Winter: Myoma and carcinoma of the body is 2% times more frequent than myoma 
and cancer of the cervix. 
Kriiger: Myoma with Cancer of the Body: Myoma with Cancer of the cervix = 
10:4.2. 
Marchesi: Myoma with Cancer of the Body: Myoma with eanecr of the cervix = 
10:4.5. 


Piquand: Carcinoma of the uterine body is 5-10 times more frequent in the 
myomatous uterus than in the nonmyomatous uterus. 


hereby set aside the reports of minor significance and present only 
the most important conclusions in Table IVb. 

Most of the authors started their examinations from their myoma 
material; only a few started with the carcinomatous uteri. The latter 
method prevents mistakes to a greater degree. When the investigator 
is basing his studies upon uteri removed for myoma then he always 
works with larger myomata, because small fibroids many times do not 
provoke any trouble and are not treated surgically. However, it is not 
well to pay attention only to the relations of large myomata to coin- 
cident carcinomata. On the other hand, I also think it insufficient 
to start only from the carcinoma material, and I consider only results 
reliable which include the entire material of myomata and earcin- 
omata. Not only the large, but also the small coincident myomata 
must receive full consideration. For it is wrong to believe that ear- 
cinomata occur more often with large myomata than with small 
fibroids. 

sasing my findings on myomata, we sce that in 3.8 per cent of 
all myomata, carcinoma occurs at the same time. The number of body 
cancers, as related to the entire myoma material is 0.5 per cent. The 
number of cases of cervix cancer in relation to the entire myoma 
material is 3.3 per cent. 

Starting with carcinoma I find that in 6.8 per cent of operated 
uterine carcinomata, myoma was also present. (See Table Vb.) 


TABLE Vb 


6.8% of all cases of carcinoma of the uterus combined with myoma. 
3.8% of all cases of myoma are combined with carcinoma. 

0.5% of the later are carcinoma of the body (10 eases). 

5.5% of the latter are carcinoma of the cervix (62 eases). 


These figures afford an entirely different picture from those given 
by other authors, whose data are based on insufficient material, or are 
based on myoma examinations and, therefore, are not reliable. Their 
findings made it necessary to construct special theories to explain the 
pretended frequent occurrence of carcinoma of the uterine body in 
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cases of myomata and the frequent occurrence of carcinoma in the 
myomatous uterus in general. But if we find that 6.8 per cent of all 
operated uterine cancers show myomata at the same time, it is cer- 
tainly no more frequent than myomata in the nonearcinomatous uterus. 
On the other hand the frequency of 3.8 per cent of all myomatous 
uteri being carcinomatous at the same time, is relatively high com- 
pared with the general frequency of uterine cancer. We cannot over- 
look the relatively frequent coincidence of myoma and carcinoma in 
the same uterus. A careful examination of my entire material, exam- 
ined from both sides, leads me to the conelusion that carcinoma of the 
body is no more frequent in the myomatous uterus than that of the 
cervix. 

Older authors believed that myoma induces an endometritis or 
hyperplasia of the mucosa, which may forward the development of 
cancer. I personally could show twelve years ago that, in cases of 
myoma the mucous membrane may become hyperemic, edematous, or 
atrophic, but neither hyperplastic nor inflamed. Therefore we cannot 
speak of such an etiology. I do not think that we have any reason to 
believe that myoma is a factor in furthering the development of cancer. 
But in accordance with Meyer, we can assume ‘‘a particularly pre- 
disposed ground’’ for both tumors. Such uteri have a special tend- 
ency for development of tumors. The resistance of the tissues against 
unlimited proliferation of cell groups is diminished and there exists 
indifferent cell material for the production of both myomatous and 
carcinomatous tumors. 

The foregoing data make it necessary to consider at least some 
clinical factors, namely, age of the patients and number of the de- 
liveries. 

Most of the women with myoma who come under observation are 
between forty and fifty. The next preferred decade is between thirty 
and forty years. Then follows the decade between fifty and sixty. 
Table VIb shows the ages of patients with myoma, cancer of the 
cervix, cancer of the body and also the ages of these women who are 
affected with myoma and carcinoma simultaneously. 


TABLE VIb 

Preferred age for myoma 40-45 years 
Preferred age for cervix cancer 40-50 years 
Preferred age for body cancer 50-60 years 


62 CASES OF MYOMA AND CARCINOMA OF THE CERVIX UTERI 


2 25 18 | 


LESS THAN 31 ; 31-40 | 41-50 | 51-60 | BEYOND 60. 


10 CASES OF MYOMA AND CARCINOMA OF TIIE BODY 


41-50 51-60 BEYOND 60 
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It is evident that women who are affected with myoma and earcin- 
oma simultaneously show the same preferred age as those affected 
with cancer of the cervix or of the body without any myoma. 

Table VIlb gives information relative to the number of deliveries 
in cases of myoma, carcinoma of the body, carcinoma of the cervix, 
also of cases of myoma and carcinoma simultaneously. 


TABLE VIIb 


NULLIPARAE IN CASES OF 


MYOMA CERVIX CANCER | BODY CANCER 
Frankl 25.8% Koblaneck 4.6% Hofmeier 29% 
Gusserow 27 % Hofmeier 4.8% Weibel 24% 
O'shausen 30 & Eden-Lockyer 4 % 

Schroeder 33 % Theilhaber 2.9% 
Chrobak 36 & 


NULLIPARAE OF CASES OF 
MYOMA AND CERVIX CANCER | MYOMA AND BODY CANCER 
6.4% «40% 
AVERAGE NUMBER OF PREGNANCIES IN CASES OF 
MYOMA CERVIX CANCER | MYOMA AND CERVIX CANCER 


2.7 2.4 


Of the sixty-two women who had myoma and cervical carcinoma 
only four were nulliparae, or 6.4 per cent. The average number of 
deliveries is 2.4. These data are not identical with the average number 
in eases of cervieal cancer only, but do not vary greatly. 

Of the ten women who had both a myoma and carcinoma of the 
uterine body, four were nulliparae. Though the material is small the 
findings agree with those obtained in eases of carcinoma of the 
uterine body without myoma. 

In conclusion we may say that carcinoma is found more frequently 
in the myomatous uterus than in the nonmyomatous. Contrary to 
the statements of other authors I could not find greater frequency of 
body cancer as compared to cervical cancer in the myomatous uterus. 
The frequeney corresponds about to the relative frequeney between 
cancer of the body and eancer of the cervix in general. 

Anatomie changes of the endometrium which could further the de- 
velopment of cancer are not demonstrable. The average age and the 
number of previous pregnancies of patients with myoma and carcinoma 
of the uterus at the same time do not differ markedly from the pre- 
ferred age and fertility of those women who are affected with uterine 
cancer without any myoma. Greater predisposition of the uterus to 
tumor development makes us understand the relative frequency of 
both tumors in the same organ. 

The two cases of local interference which I have observed may be 
described briefly. 
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Lab. Prot. Nr. 16489.—Patient, sixty-seven years old, had had six deliveries, and 
two abortions. Out of the external os there protruded a bleeding tumor, the size 
of a hen’s egg. It was of hard consistency and nodular appearance. The uterine 
wall contained several myomata. The polyp was of myomatous structure. The 
portion which protruded into the vagina was transformed into a carcinomatous 
ulcer, which did not extend upward very far. (See Fig. 1.) 


Lab. Prot. Nr. 5289.—Patient, forty-seven years old, no pregnancies. In the 
uterine wall there was a tumor of the size of a man’s head, which was cystic. 
The cavity of this cyst contained a yellowish turbid fluid; at one point of the 
inner surface of the cyst were found two soft protuberances, one the size of a 
bean, the other that of a hazel nut. Microscopie examination showed that the 
tumor was a cystic adenomyoma. The protuberances consisted of a so’id car- 
cinoma of medium maturity. The case is only to be interpreted as an adenomyoma 
becoming cystically degenerated and developing cancer within its epithelial parts. 


For the diagnosis of carcinoma in the cervical stump after a supra- 
vaginal amputation, it is essential to find out whether the cancer did 
not already exist at the time of the first operation. Table VIIIb 
ineludes the material observed during the period mentioned above. 


TABLE VIIIb 


CARCINOMA IN THE STUMP AFTER SUPRAVAGINAL AMPUTATION 


TOTAL AMPUTATION MADE FOR UTERINE MYOMA 
8 5 


INTERVAL BETWEEN SUPRAVAGINAL AMPUTATION AND DEVELOPMENT OF CANCER 
IN THE STUMP 


5 Years 

6 Years 

8 Years 

11 Years 
7 month (Caneer beginning) 
Also in the last case I am inelined to believe that in spite of the 
short interval there was a real cancer of the stump, since there was 


a very early stage of development. 
III. CARCINOMA AND SARCOMA 


I have observed eight cases of carcinoma and sarcoma in the uterus 
simultaneously. There are different possibilities for such an oceur- 


\ 
+4 4 : My 
| My \\ \ ( 
My. 
Fig. 1. 
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rence. Carcinoma and sarcoma may exist in the uterus without any 
mutual contact. During the growth of the tumors they first come in 
eontact, later they grow into each other. It is quite possible that 
carcinoma and sarcoma take their origin at the same time in the same 
field, if indifferent material for the development of both tumors exists. 
But in the special case it will be most difficult to demonstrate such a 
process, unless the tumor would be at an extremely early stage of 


Fig. 4. Fig. 5. 


growth. For the majority of cases, however, we must assume that 
the tumors first existed side by side, and that later one grew through 
the other. 


In no single case thus far, was it possible to prove that in accord- 
ance with the older opinion, the cancer would have provoked a ‘‘sar- 
comatous degeneration of the stroma’’ in the uterus. 

The terminology of ‘‘carcinosarcoma”’ is correct for the cases of 
mutual intergrowth, but the term ‘‘carcinoma sarcomatodes’’ must 
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be reserved for such cancers which merely imitate the structures of 
sarcoma. 

Among the eight cases which I have observed there were four extir- 
pated uteri, while in the other four cases only curettage was done. 
Table Ie shows this material. 


TABLE Ie 


TOTAL CASES 


MYOMA CARCINOMA ~ SARCOMA SARCOMA AND CARCINOMA 
‘1878 1036 38 

Curettage | Ext irpation 4 
Carcinoma and sarcoma in the cervix __ 5 
Carcinoma and sarcoma in the body 3 


The sketches (Figs. 2, 3, 4, 5) show the conditions of the carcin- 
omatous and sarecomatous components of these four uteri which were 
extirpated. In the first two eases there are polypoid tumors in the 
uterine cavity which show, that the carcinomatous portion evidently 
overwhelmed the sarcomatous. In the third case there developed a 
sarcoma from the cervical wall; its vaginal surface is covered by a 
superficial carcinoma. 

The most interesting is the fourth case, a woman, aged forty-seven, 
who had been delivered onee. Her uterus shows a sharply cireum- 
seribed carcinomatous polyp, which does not invade the myometrium 
very deeply. At some distance from this cancer there is found a 
single focus of merely microscopic size, which consists of stromatoid 
elements of lowest maturity, but showing already all characteristies 
of a beginning malignant growth. I think it is a very early sarcoma. 

It was my endeavor to bring before you the important question of 
the coincidence and interference of uterine tumors which I have 
studied from an extensive material, which I personally examined dur- 
ing the last sixteen years. And if I have only given you some data 
for comparison for further investigations, the purpose of my work 
is fulfilled. 

(For discussion, see p. 867. 
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CONGENITAL POLYCYSTIC KIDNEYS* 
By James E. Davis, A.M., M.D., Derroir, Micn. 


HE literature upon this subject is somewhat difficult to review 
because of the rather loose employment of different descriptive 
terms by older writers. The following terms have all been used to 
designate a congenital, bilateral cystic degeneration in the kidneys: 


1. ‘‘Congeries of renal cysts.’ 

2. ‘*Cystie degeneration of the kidnevy.’’ 

3. ‘*Conglomerate cysts of the kidney.’’ 

4. ‘‘Cystic metamorphosis of the kidney.’’ 
5. ‘*Polyeystice disease of the kidney.’ 


6. ‘* Bilateral polycystic kidney.’’ 


Polycystic kidney is the most important congenital defect occurring 
in the renal organs and is characterized by the formation of numerous 
and diffusely distributed retention cysts which are usually visible in 
a naked eye examination. One organ may show only a potential 
change, while the other exhibits well advaneed degeneration. The 
organ with only a potential change will rapidly develop a more ex- 
tensive degeneration upon removal of the companion organ. This 
anomaly, like others of the renal organs, is associated with other de- 
velopmental stigmata, such as harelip, cleft-palate, cardiae defects, 
meningocele, spina bifida, hypospadias, atresia or absence of the uri- 
nary bladder. 

Polycystic kidneys are unmistakably congenital when they oceur 
bilaterally in a fetus, newborn child or infant, providing the cysts 
involve the entire kidney tissues. A tentative diagnosis may be made 
when the condition is bilateral in adults who are usually past the age 
of forty and who may also have cysts elsewhere in other organs of 
the body, such as the liver, pancreas, spleen and omentum, and where 
there is accompanying hereditary or familial history which is of such 
a character as to justify true congenitality, and, if one kidney is re- 
moved, the other will invariably become multiply cystic. 

Occurrence —The occurrence of congenital cystic kidney is not con- 
fined to any specific age, for it may occur in the fetus, newborn child, 
infant, or even in old age, as late as ninety-eight years. It manifests 
an advanced unilateral appearance in the early age period of some 
eases. Its association with cysts elsewhere in the body occurs most 
frequently with those of the liver. This association has been found 

*Read at the Thirty-seventh Annual Meeting of the American Association of Obste- 
gerne Gynecologists and Abdominal Surgeons, Cleveland, Ohio, September 18 to 


DAVIS: CONGENITAL POLYCYSTIC KIDNEYS 759 


in 19 per cent of all cases. Associated cysts in the pancreas, omenta 
and spleen occur much less frequently. The evidence of its frequent 
hereditary character is very definite. In some instances a very strik- 
ing familial history is present. The combined statistics of Barnett, 
Preitz and Gareeau from 23,190 autopsies, revealed sixty-seven 1n- 
stances of bilateral congenital cystic kidneys or an average incidence 
in hospital records of 0.31 of 1 per cent or approximately one of every 
350 patients autopsied in hospitals. 

Clinical Course.—The life history of congenital eystie kidneys may 
be conveniently divided into three stages. The first is the latent which 
usually occurs at two periods—the completion of fetal life and between 
forty and sixty years. In each of these periods there has been a pro- 
gressive enlargement of one or both kidneys, and usually without 
marked subjective symptoms. The recognition of the condition dur- 
ing this period is more often accidental than from the findings of 
physical examination, unless the patients are thin and the kidneys are 
bilaterally enlarged. The latent stage may last for a few months to 
many years or until the limited parenchymal tissue is unable to ade- 
quately meet the functional requirements. The second stage is char- 
acterized by subjective symptoms and objective signs, manifested by 
dragging-down pain and hematuria which may have a severity de- 
pending very directly upon the size, weight and distention of the 
tumor. This period may be prolonged from a few months to six, 
eight or more years. The third stage is particularly characterized 
by uremic symptoms. <A decreasing elimination of urine, together 
with retention of nitrogenous waste products occurs and is prolonged 
through a few weeks or months. 

Symptomatology—The subjective symptoms from congenital cystic 
kidneys are mainly renal insufficiency, hematuria, pain and infection. 
The renal insufficiency may manifest itself by occasional headaches, 
spells of anorexia or occasional nausea, dizziness, general lassitude, 
inaptitude for work, loss of weight, in all, an essential symptomatic 
picture of chronie interstitial nephritis but with less eardiae involve- 
ment. In 40 per cent of the cases studied by Braasch at the Mayo 
Clinie there was hematuria. Sometimes this was the initial symptom 
even before a tmuor mass could be palpated. It usually was profuse 
and persistent, lasting from a few days to weeks or months and 
during this time severe colicky pains occurred as the result of the 
passage of blood clots which undoubtedly followed the rupture of 
eysts. Intensification of the pain usually results from an inerease in 
the size of the individual cysts or from their rupture, but as a rule, 
pain is not severe. Infeetion usually follows an increase in the size 
of the cysts and the resulting interference with drainage, giving 
eharacteristie evidenee in pyuria, hyperexia, bladder irritability and 
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pain. The objective signs may be conveniently tabulated by the 
following observations: 


1. Tumor mass in one or both kidney areas. 

2. Increase of blood pressure. 

3. Changes in the urine closely comparable with 
interstitial nephritis. 

4. Cystoscopic characteristics. 

5. History and differential evidence. 


A unilateral or bilateral palpable tumor mass in the kidney areas 
is a strongly suggestive, though not absolutely and necessarily, a sign 
for positive diagnosis. The masses should appear nodular when pal- 
pated. The intervening abdominal wall, however, may obscure the 
nodular interpretation. The tumor mass or masses, contrary to most 
retroperitoneal tumors, will move up and down synchronously with 
respiratory excursions. 

There is a variable degree of blood pressure inerease in congenital 
eystic kidneys, depending upon the force necessary to propel the 
blood through the vessels having constricted lumina due to the en- 
larging cysts. When cardiae compensatory hypertrophy does not 
correspond with the constricting changes in the blood vessels, anuria 
will promptly develop and death will soon follow. 

The outstanding change in the urine is a lower specifie gravity, 
and this may often appear before other clinical evidence of renal in- 
sufficiency is present. Albumin, granular and hyaline casts, pus and 
red blood cells may also be present. The functional test for exeretion 
of dye will vary according to the stage of the disease, ranging from 
a perfect return in the early stage to no excretion in the complete 
anuria stage in one or both kidneys. 

The history and differential diagnosis study may be of great value 
in showing hereditary evidence and unsuspected congenital defects. 
Differentiation from hydronephrosis, hypernephroma or other renal 
tumors and from tumors or cysts of adjacent organs should be under- 
taken with the greatest of care. 

Gross Appearance.—The external and fully sectioned surfaces of 
advanced congenital polycystic kidneys exhibit a most impressive 
picture, one which is not surpassed in pathologie changes of any other 
tissue in producing a brilliant display of blending colors. in and upon 
convex and coneave surfaces. The delicate tinting in yellow, green, 
red and brown, through thin-walled cysts and in multiple-sized cupped 
sections displays a perspective that is unsurpassed. 

Both kidney specimens will show enlargement, one being larger 
than the other. The hilus is usually obliterated or is undergoing ob- 
literation. The fatty capsule will be found quite generally adherent 
to the fibrous capsule. The external surface presents an irregular 
contour produced by varied sized convex surfaces of cysts. After 
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removal of the fatty capsule, the denuded cysts show through their 
semitransparent walls fluid, semifluid and solid contents derived from 
uriniferous secretion, blood, fixed tissue degenerations and various 
chemical reactions of commingled products of secretion, excretion and 
degeneration. 

It should be remembered that the term, congenital multiple cystic 
kidney, or its synonyms, should not in any sense include cystic 
dilatation of the tubules resulting from contraction of interstitial 
tissue, giving the corticular surface a multiple number of pea-sized 
eysts. Nor does it inelude the single or multiple corticular cysts 
resulting from the absorption of embolic infarcts. Neither does it 
include hydronephrosis, which is a dilatation primarily of the kidney 
pelvis and ureter from retention due to obstruction in the pelvis itself 
or its ureter. 

The ordinary cysts and the dilated pelvis or dilated ureter contain 
fluid which is but slightly colored and only rarely is this fluid hemor- 
rhagic and purulent. But in congenital polyeystie kidneys of adult 
life. especially after the age of forty years, there is in the majority 
of cases both hemorrhage and infection. In the material used in this 
research over 80 per cent developed these complications. The con- 
tents of the cysts varied in character from a sebaceous-like material 
containing fat, cholesterin, blood pigment and albumin, to a thin 
watery fluid containing the constituents of urine. Often the material 
was colloid-like or solid. 

A eareful review of the literature, especially that in English, Ger- 
man and French, reveals divergent views of the anatomic develop- 
ment and differing conelusions concerning the etiology of congenital 
cystic kidneys. It would seem that the main reasons therefore, come 
from the materials studied and the paucity of illustrations acecom- 
panying the published studies. It is easy to comprehend how a most 
painstaking study of congenital polyeystie kidneys at an early stage 
in a fetus could provide premises which are not set forth in the 
hemorrhagic and purulent kidney removed by surgical operation 
from the adult at forty-five years of age. 

The age of the patient, age of the kidneys, age of the disease, and 
the serial assembling of the sectioned tissue with a range of cases to 
illustrate not only phases but the completed cycle in the disease are 
necessary to acquire the proper data for advantageous study. 

The various theories of the etiology of congenital polycystic kid- 
neys have been reviewed so frequently, that only brief references 
are necessary to develop certain points in the diseussion of the minute 
anatomy. 


The obstruction and inflammation theory of Virchow attributed the cause of 
the condition to urie acid and lime infarcts and a succeeding intrauterine papillitis 
which produced atresia and obliteration of the collecting tubules with cystic 
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changes in the capsule of Bowman. The theory was based mainly on the apparent 
increase of connective tissue and small, round-cell infiltration. Moschowitz refuted 
this theory by pointing out the fact that the connective tissue was not increased 
but it was the fine fibrillar sparsely cellular variety with an increased undifferen- 
tiated intercellular substance,—the embryonal type found in all undeveloped kid- 
neys. Busse followed Moschowitz in directing attention to small, round cells being 
also a normal feature in all embryonal tissues. Then a number of cases were re- 
ported without a papillitis and the theory was insufficient as it gave no explana- 
tion of the frequently associated congenital anomalies. 

In 1880, or just twelve vears before Virchow’s last modification of his theory, 
Brigidi and Severi advaneed the idea of the condition being a cyst-adenomatous 
or new growth change because epithelial sprouts extended from the tubule walls, 
and the layers of epithelial cells in many of the tubules were increased. Busse 
criticized this idea by referring to the fact that these observations could be dupli- 
eated in all embryonal kidneys. Then Williamson called attention to the unlikeli- 
ness of a tumor being always bilateral. 

The third theory was advanced by Von Mutach and is based upon a conecep- 
tion of maldevelopment in the kidney whereby the union of straight and convo- 
luted tubules fails to take place. This theory has been amplified by different 


writers to include several possible modes of origin as:— 


1. The persistence of the ‘‘anlagen’’ or rudiments of 
uriniferous tubules in the vesicular phase of develop 
ment and their later expansion. 

2. The failure of the S-shaped anlagen of the uriniferous 
tubules to unite with the straight collecting ducts. 

3. The failure of the uriniferous tubules to join the col 
lecting duets of higher orders (later generations) 
after having become detached from such ducts of a 
lower order, 

1. The belated appearance of disconnected cavities in a 
uriniferous tubule which had remained solid during 
formation. 

5. The secondary compression of collecting or seeretors 
tubules due to a local inflammatory process, as con 
genital syphilis for instance, or other pathological 


changes. 


Kampmeier, a recent writer, after a study of human embryos, has coneluded 
in a paper entitled ‘‘ A Hitherto Unrecognized Mode of Origin of Congenital Renal 
Cysts’’ that ‘‘every human individual during his fetal life normally passes through 
a period characterized by the presence of numerous cystie renal tubules.’’ This 
normal event he believes may be converted into an abnormal pathologie condi- 
tion if such tubules do not give way at the end of their allotted time but con- 
tinue to grow and expand to the detriment of adjacent normal structures. Then 
renal cysts might readily be produced. 

An interesting viewpoint concerning the cause of this and other malformations 
of the kidney is raised in the report given by Fox and Penrose in their recent 
work ‘‘Disease in Captive Wild Animals,’’ that in 5365 autopsies upon wild ani- 
mals, abnormalities of size, shape and position so frequently reported in the veter- 
inary literature of domestic animals were singularly absent in their material. 
The question is asked by these writers, ‘‘Shall these abnormalities be considered 
as due to degenerative changes in cross bred animals or as the result of the strain 
of domestication???’ 
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The persistence of embryonal unfused lobules of the kidney is very seldom 
found in the domestic animals. In the cow the mature kidney is lobulated; this, 
however, is not a malformation. The congenital cystic kidney occurs in all 
domestic animals and its origin is credited to cessation of growth, with or without 
union of convoluted and collecting tubules. The individual cysts are regarded as 
embrvonal retention types. Joest is reported as having seen a solitary cyst in a 
dove’s egg and an adenoma of the size of a walnut in the kidney of the same 
ease. This is thought by Henschen to suggest the dysontogenetic nature of kidney 
eysts. Joest, Lauritzer, Degen and Brueckelmayer have found one case of kidney 
cysts (the type is not stated) in 250 butchered pigs, which is more frequent than 
the oceurrenee in the human (1 in 350). 


A STUDY OF FOURTEEN CASES OF BILATERAL POLYCYSTIC KIDNEYS 


Congenital polycystic kidneys are the most important deformities of 
the urinary system because of the extensive degree of involvement, its 
progressive character and marked tendeney to hemorrhage and in- 
fection, as is well shown in the series of fourteen cases here reported. 
(Figs. 1 to 23.) 

The gross examination of the entire material shows in addition to 
the characteristics already noted under the general discussion, the 
uniform predominating position of the majority of the well-formed 
evsts to be in the cortical and subcortical zones, and the oldest and 
largest formations at or near the fusion line of the lobules. The 
medullary and pyramidal divisions were always of irregular appear- 
anee, excepting in the types which had matured in adult life. The 
microscopic examination, however, always enabled the finding of in- 
cempletely formed pyramidal areas and indented calyces. 

After the subcorticular zone the cysts were most prominent near 
the arcuate areas. In the younger specimens there appeared a pre- 
vailing tendency to atrophy of the ureters (Fig. 6), a condition seldom 
seen in other deformities. 

The tendency to more or less complete obliteration of the kidney 
pelves was less marked in the specimens from adult life. 

A brilliant display of color shadings was observed through the 
eyst walls of the young uninfected specimens as well as in those of 
adult life where hemorrhage and purulent infection had taken place. 

In all cases the paradoxical appearance was present of increase in 
weight and size with a very pronounced diminution of kidney tissues. 

The elinieal histories for the fourteen eases, together with brief 
notes of the weights or measurements have been summarized, there 
being no other special features of interest beyond those reported in 
the general literature. 

CASE 1,—A _ five-months fetus, with the following malformations: Multiple 
eystie left kidney; meningo-encephalocele occipitalis; luxation of the knee; and 
hyperdevelopment of the uterus. 

The cystic left kidney measured 22 mm. long. The right kidney measured 29 


mm. in length. Cysts appeared in the capsular and areuate zones. (Fig. 1.) 
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Fig. 1—Case 1 Showing interlobular fusion space, a potential cystic area, and 
interlobular insertion of capsule. 


CASE 2.—A full term fetus, exhibiting malformations as follows: silateral 
multiple cystic kidneys with ureteral atresia and dilatation of one kidney pelvis; 
and celosomia and aspalasoma (clefts in upper and lower part of body trunk, with 


eventration 


Fig. 2.—Case 2. Three cysts at the interlobular fusion line in the subcapsular zone. 


The right kidney was 25 mm. long. The left kidney was 24 mm. long. Cysts 
appeared in the cortex and medulla of both kidneys, with relatively many more 
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Fig. 5.—Case 2. Showing cysts in an undeveloped pyramid, also early differentiation 
of a few straight tubules. 


in the cortex. Undifferentiated small, round cells were also observed. (Figs. 2, 3 


’ 
and 4.) 


Fig. 4.—Case 2. Pyramidal tissue with relative dominance of stroma, developing 
tubules, a few of which are cystic. A comparable picture to interstitial nephritis. 


CASE 3.—A full term fetus. The following malformations were evident: Bilat- 
eral multiple cystic kidneys and hydroureters; also meningocele with hypoplasia 
of cervical vertebra. 
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Average length ot kidney s, 40 mm. Cysts were present in cortex and medulla, 
but chiefly in the capsular zone. (Fig. 5.) 
Case 4.—A one-day-old, colored, female child, weight 5 lbs. 2 oz. The fol- 


lowing malformations were exhibited: Bilateral multiple cystic kidney, and atresic 


Fig. 5.—Case 3 Outline drawing of sectioned surface showing multiple cysts 


ureters; bilateral talipes valgus and caleaneous, with outwardly curved tibia, and 


enlarged thyroid gland. 


Fig. 6—Case 4. Congenital cystic kidneys from a one-day-old colored child. Atrophic 
ureters and bladder. 


The weight of the kidneys was 215 gm. and their length 9.5 em. The child died 
from asphyxia. This was the fourth child. The third child is living and well. 
The second child died at eleven days. The first child died at seven months. The 
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mother had lues, but the Wassermann test was negative at the birth of this child. 
The cysts were multiple and diffuse. Delayed development was apparent. Pres- 
sure atrophy was exhibited and there were few glomeruli. (Figs. 6, 7, and 8). 


4. <A serial section of one entire kidney (same as Fig. 6). Only a 
very small amount of parenchyma and stroma developed. 


CASE 5.—Adult female, aged fifty-five years, with bilateral polycystic kidneys. 
The weight of the left kidney was 1750 gm., length 25 em. The weight of the 
right kidney was 950 gm., length 20 em. Hemorrhagic material and pus were 


found within the eystic cavities. Death occurred from uremia. Familial history 


Fig. S.—Case 4. A higher magnification of the tissue in Fig. 7. Many solid convo- 
luted tubules are seen without glomeruli, some tubules becoming cystic. 
of congenital cystic kidneys in three of her generations. Case 7 is the son of this 
subject. (Courtesy of coroner.) (Figs. 9, 10.) 
Case 6.—Adult female, aged fifty-four years, exhibited bilateral polyeystie 


kidneys. 
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Left kidney, weight 215 gm., length 10.5 cm. Right kidney, weight 420 gm, 
length 16.3 em. Hemorrhages and abscesses were shown in the kidneys. (Figs. 
11 and 12.) (Courtesy of Dr. 8S. E. Sanderson.) 


Fig. 9.—Case 5 One of a pair of bilateral adult cystic kidneys, showing a narrowed 
pelvis and a thickened capsule with multiple cysts. 


CASE 7.—Adult male, aged thirty-two years, with bilateral polyeystie kidneys 
and deformed sternum. 
Left kidney, weight 1040 gm., length 21 em. Right kidney, weight 760 om., 


length 20.5 em. There is a history in his generation of four relatives with con- 


Fig. 10.—Case 5. A steatomatous cyst wall and cystic material with multiple clefts. 
Of frequent occurrence in degenerations of congenital cystic kidneys. 


genital cystic kidneys and a total of seven cases in two generations. (The mother 
of this case is Case 5.) Renal disease history from childhood. Bacillus coli infee- 
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tion followed a pyelogram operation, from which death is said to have resulted. 
(Figs. 15 and 14.) (Courtesy of Drs. Plaggemeyer and Cummings.) 


Fig. 11.—Case 6. The peripheral surface of one bilateral cystic kidney, patient 
aged 34 years 


CasE 5.—Adult female, aged forty years, with bilateral polycystic kidneys. 
Right kidney, weight 315 gm., length 14 em. Left kidney, weight 775 gm., 
length 15 em. Hemorrhage and infection occurred in both kidneys. Right kidney 
nephrectomy was performed and death followed in fifteen hours. Other kidney 
was obtained at autopsy. (Fig. 15.) (Courtesy of Dr. C. Owen.) 


Fig. 12.—Case 6. Infected cystic areas and contracted glomeruli (same kidney as 
Fig. 11) 

CasE 9.—Adult female, aged twenty-two years, with unilateral polycystic kidney. 

Kidney length 18 em., width at hilum 8 em. Size of the other kidney was four 

times normal at time of operation. Large peripheral cysts were found in the kid- 
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ney removed. Nephrectomy, patient is living, but is not well. (Probably a bi 
lateral involvement.) (Courtesy of Dr. Jos. Andries.) (Figs. 16, 17, and 18.) 


CASE 10.—Adult female, aged sixty-five years, with solitary cyst of one kidney. 

Length of kidney, 9 em., breadth 8.7 em. History of movable kidney for ten 
years. Had the cyst for three years. Death occurred from myocarditis one month 
after the operation of nephrectomy. (Autopsy not obtained, probably a bilateral 
involvement.) (Courtesy of Dr. Wm. Cassidy.) (Figs. 19 and 20.) 


CASE 11.—Adult female, aged forty-five years, with bilateral polycystic kidneys. 
Kidney weighs 1750 gm., length 21 em. (Only one kidney was obtained for 
examination.) Cysts contained pus and blood stained fluid. Patient’s mother died 


at age of sixty of apoplexy, but had an abdominal cystic tumor. One child, aged 


Fig. 13.—Case 7. Right and left congenital cystic kidneys from a patient 32 years 
of age who was one of a familial group of seven with this disease. 


nineteen years, was living and well. Patient’s condition diagnosed thirteen years 


before death. Died of uremia. (Fig. 21.) (Courtesy of Dr. M. ©. Hubbard.) 
CASE 12.—Adult, colored female, aged forty-five years, presenting bilateral 


polyeystic kidneys. 

Length of kidney 22 em., breadth 9 em. (across hilum). (Only half of one 
kidney obtained for examination.) Cysts contained hemorrhagic gelatinous fluid. 
Patient was a native of Kentucky, and later lived in Illinois. Died suddenly on 
the street. An autopsy revealed bilateral congenital cystic kidneys, with numerous 
echinococeus cysts. One of these cysts in the liver had ruptured. (Courtesy of 
Dr. H. A. Calhoun.) (Fig. 22.) 


CASE 13.—Premature female fetus, seven and one-half months, showing the 
following malformations: silateral polycystic kidneys, cerebral hernia, spins 


bifida, club feet, and congenital umbilical hernia. 
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Fig. 14.—Case 7. Two typical contiguous cysts. Two closely associated compressed 
glomeruli. 


The kidneys were flattened and triangular in shape and measured 4 em, and 314 
em. in diameter. They were infected and bilateral multiple cystic formations were 
present. Their position was in the midline, and flattened against the diaphragm. 
The ureters were atrophied. (Fig. 23.) 
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Fig. 15.—Case 8. Peripheral surface on a congenital cystic kidney at 40 years. 
Death followed its removal in 15 hours. 


CASE 14.—Is an example of bilateral polycystic kidneys in a domestic animal— 
the pig. No other malformations were noted. The kidneys were approximately 
twice normal size and contained throughout small dilated eystie cavities. 


|| 
| ad 
| 
| 
{ 
| | 
¢ 


772 THE AMERICAN JOURNAL OF OBSTETRICS AND GYNECOLOGY 


There were multiple deformities other than those of the kidneys known to be 
present in six of the cases. 
The kidneys obtained from adults were at the following ages: An adult female 


Fig. 16.—Case 9. Unilateral polycystic kidney (so-called) presenting same appear- 
ance in cross section as the congenital polycystic type. Patient aged 22, living, but 
with symptoms of kidney insufficiency two years after operation. 


Fig. 17.—Case 9. Three cysts. Three glomeruli at the margin of the largest cyst- 


at twenty-two years of age and adult male at thirty-two years. Six other cases 
were females at forty, forty-five, forty-five, fifty-four, fifty-five, and sixty-five 


years. 
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Two of this series of thirteen cases were blood relatives and other members of 
their family have been diagnosed as having the same condition of congenital bi- 
lateral polycystic kidneys. 

In three instances nephrectomy was performed: One of these cases is living, 
but is not in good health, another case died in one month from cardiac cause, and 
the third case died within twenty-four hours after the operation. 

Six pairs of adult kidneys exhibited multiple hemorrhages or pus formation 
filling many of the larger cyst cavities. (Fig. 12.) Im one case there was a 
severe purulent infection requiring external drainage at two different times in a 
period of ten years preceding the time of death. 

In one case noticeable subjective symptoms were recorded from early childhood 
to the time of death at thirty-two years. 

Two of the cases occurred in colored people. One of these in a one-day-old 
child, case 4, and there was a maternal history of syphilis. 


Fig. 18.—Case 9. Magnified section from kidney shown in Fig. 16. Large cyst 
in center with papillary projections Wrongly interpreted by Brigidi and Severt 
as evidence of a new growth change. 

Histopathology.—The most conspicuous tissue changes in congenital 
cystic kidneys are the incompleteness of development in the unit 
structures, the incomplete assembling, the cystic degeneration and 
consequent pressure atrophy. The resulting deformation is strikingly 
uniform throughout the entire organs when the disease has reached 
the mature stage, even if the tissues are young or old. In fetal tis- 
sues there were in some ways an appearance of advanced ageing due 
mainly to the smaller number of glomeruli and their more matured 
sizes as they developed in the last generation just beneath the capsular 
border. But in adult tissues there were striking effects giving the 
appearances of defective development and premature ageing. There 
were areas with solid segmental tubules or with aggregations of cells 
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Fig. 20.—Case 10. Cystic Bowman’s capsule. Four contracted glomeruli. Part of 
capsule at upper right periphery. 


2 
| 
| 
Fig. 19.—Case 10. So-called solitary cyst. 
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which were but partly differentiated into tubules. The incomplete- 
ness of development may be systematically looked for in the capsule, 
cortex and medulla. When the capsule is incompletely differentiated, 
a most interesting opportunity is afforded for observing isolated dif- 


Fig. 21.—Case 11. Typical adult polycystic kidney at 45 years, capsule thin, pelvis 
obliterated. 


ferentiations of tubules in this metanephrogenic structure which may 
in some specimens be equally as wide as the glomerular zone. This 
occurred in Case 13 of this series. The formation of tubules appeared 


Fig. 22.—Case 12. Sectioned surface showing multiple cysts. (X 4%.) 


identical with that observed in a teratoma of nephrogenie¢ origin and 
with the illustrations by Rienhoff from the explants of chick embryos. 
The essential mesenchymal structure of this capsular zone was richly 
cavernous and the spaces were lined with cells of both epithelial and 
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endothelial morphology. In recessed parts of the cavernous border 
the cells were two and three deep. Where the border was not re- 
cessed, almost complete denudation of lining cells had occurred. The 
cavity areas were quite generally partly filled by a cellular, homo- 
geneous, light blue material. Here and there at isolated areas quite 
remote from the glomerular zone were small nests of early tubule for- 
mation. In one of these a well-formed sigmoid portion of a tubule 
could be identified. As observed in the previous paragraph, the gen- 
eration of glomeruli at the upper border line was reduced in number 
and only a few of the glomeruli were distinctly immature in size, mak- 
ing a contrast with the condition usually seen at this age, when the 
upper or last glomerular generation is noticeably crowded. 


Fig. 25.—Case 13. Two cysts in upper part of the field. Three deformed glomeruli 


Demarcation of the Cortex and Medulla.—The cortex and medulla 
were more or less indifferently demarcated. The corticular zone 
with glomeruli, convoluted tubules and arcuate vessels and with a 
slightly stronger selective acidophilic affinity (hematoxylin and eosin 
stain) was usually more prominent and occupied a larger part of the 
field. The medulla very frequently in the younger tissues could only be 
recognized by the indentures of the calyees and the presence of only a 
few representatives of the different orders of tubuli collectivi. The 
cellularity of these parts was always numerically greater for the area 
occupied than that of a corresponding area in the cortex and its 
reaction to the hematoxylin and eosin stain was more selective of the 
nuclear action. The development of the segments of collecting tubules 
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was quite in contrast with that of the convoluted or urinary type. The 
designation—straight tubules—is truly descriptive, even for the devel- 
opmental stage, as the cells are found arranged in a solid column-like 
segment persistently disposed to maintain an approximately straight 
axis. The formation of a lumen in the collecting tubules appears rela- 
tively earlier than that of the uriniferous tubules. The convoluted tu- 
bules at a very early stage show evidence of the inherent tendency to 
curve by their short comma and later sigmoid forms. The regular as- 
sembling of the pyramids with the intervening columns of convoluted 
loops (columns of Bertini) is never complete in congenital polycystic 
kidneys. In some of the specimens where the disease was of late 
maturity and the number of eysts relatively small, there was some 
degree of regularity but seldom was this distinct and complete enough 
to enable naked eye recognition. It is convenient and perhaps sys- 
tematic to discuss the subject of incompleteness of the anatomie unit 
structures in congenital polyeystic kidneys in a division apart from 
that of the capsule, cortex and medulla, because the literature relating 
to the etiology has to a very large extent been concerned with the 
tubules. 

The Situation of the Cysts—The positive statement can be made in 
regard to the situation of the cysts in the disease that the material of 
this series shows cysts in the capsular zone, cortex and medulla, and 
that they were most frequent in the subecorticular zone at the fusion 
line of the lobules. (See Figs. 2, 7, and 16.) 


Small, medium and 
large sized eysts have been observed within the metanephrogeniec 
zone before the completion of differentiation of the capsule. The tis- 
sue changes in this zone had been interpreted as recessive and de- 
velopmental—reecessive because of disappearing epithelial and endo- 
thelial lined cavernous areas—progressive beeause of differentiation to 
higher types of tissue at different places in the zone. The eystie de- 
generation has involved only certain of the cavernous areas. 

Cysts in the Corter.—Within the cortex two sources have been ob- 
served from which cysts developed: one was the glomerular capsules 
and the other was from within the uriniferous tubule segments. In 
two kidneys from the series, Case 13, the glomeruli showed both de- 
generating and developmental changes. In many instances the capsule 
was large and the glomerular mass had degenerated to the extent 
that only a few pyknotie and granular cells remained in a homo- 
genous, gelatinous, slightly blue staining mass in place of the glo- 
merulus. In other instances actively glomerular masses snugly filled 
the capsule. In a few places divided glomeruli were observed and as 
many as three distinetly separated glomerular masses could be seen 
developing within a single eapsule. In the largest capsules where the 
cavities were filled by gelatinous material, the lining cells showed atrophy 
and the cells contiguous to the capsule were compacted from pressure. 
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The general appearance of the convoluted tubules differed in Case 13 
from that found in any or all of the remaining 13 eases because the 
usual delayed development found in these units was not present. 
The nests of comma-shaped solid, or partially dilated tubule segments, 
were not observed. There was an unusual number of primitive ves- 
sels with exceedingly thin walls seareely demareating the canals which 
were filled by hemolyzed red blood cells. This phenomenon with the 
delayed development of the capsule and an advanced development of 
the indentations of calyees and collecting tubule orders, together with 
a high anatomic position of the organs directly against the diaphragm, 
was indicative of an unusual growth impulse in the eraniadal migra- 
tion of the ureteric bud which was doubtless carried well up into the 
realm of mesonephric tissue. 

In these kidneys there were cysts in the medullary tissue as well as 
in the ecortieular and capsular zones. 

Formation of Cysts in the Uriniferous and Collecting Tubules.—A\)- 
ready mention has been made of the formation of cysts within the 
cavernous areas of the capsular zone and within the glomerular eap- 
sules as a coneomitant of degenerative processes. It is more difficult 
to reach conclusions as to eystie changes in the uriniferous and eol- 
lecting tubules. It is easy to conceive of reasons for the formation of 
simple cysts in tubules, such as develop in the course of many infee- 
tions, interstitial tissue increase, infarction, ete., but it is not so 
easy when the condition begins in undeveloped tissue presumably 
at an early period of fetal life, loaded with potentialities for dif- 
fuse progressive involvement inconsistent with life to the end of 
the fetal period or consistent with fair health for the usual expectancy 
of life. The formation of cysts of this character from the tubules is 
more difficult to explain because causative degenerative conditions are 
less evident and the factor of developmental irregularities within the 
tubule segment is obseure. 

Contrasts in the Tissues at Different Ages.—lIt has been observed in 
this series of cases in all of the tissues representing the different ages 
from the five month’s fetus to the infected case of sixty-five years, 
that the tubules exhibited two widely contrasted conditions, one in 
which differentiation or development was going on, and the other a 
progressive increase in the size of cysts with consequent diminution of 
the kidney parenchyma and stroma by pressure atrophy, fibrosis and 
hyalinization. In the older kidneys the areas of local differentiation 
of tubules occurred almost exclusively in the lower portions of the 
medullary tissues, but in younger kidneys it occurred extensively in 
both cortex and medulla. The tissue differentiation might easily be 
mistaken in single sections for a chronic inflammation with infiltrating 
mononuclear cells, but with serial sections one easily recognizes and fol- 


lows the course of a tubule which in certain portions of its length is a 
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solid narrow mass of cells approximating the ordinary tubule in size 
but in other parts it possesses a lumen. In remaining portions it shows 
unassembled or partially assembled cells at certain levels of the block. 
At lower levels these cells become fully assembled as a completed 
tubule. The building process is not easily seen as an end budding 
plan but is an extensive lateral assembling method. It is frequently 
possible to find in the narrow septal wall between two contiguous cysts 
an irregularly developing tubule extending a long distance in the wall 
tissue. The question naturally arises: are the large cysts old tubules 
and are the newly forming tubules a delayed order of these structures, 
or is the condition but an inherent character of the mesenchymal 
stroma to differentiate a higher type of tissue—the latter view is in 
closer keeping with the natural law of tissue biology. Support for this 
view is shown in the teratomatous tumor of nephrogenic origin and 
also in the fact that the kidney at sixty-five years of age shows the 
same ability, but in a limited way, to carry on this differentiation 
process. In the tissues of Case 4, the one-day-old child with a matured 
stage of the disease in both kidneys, there is everywhere throughout 
the entire mass of the kidney serially sectioned, active differentiation 
going on exeepting where the pressure atrophy from large eysts has 
pereeptibly degenerated the cell protoplasm. 

Notwithstanding the lack of evidence in visible degenerative tissue 
changes in the tubules at the time cystic changes begin, there is 
plainly shown the varying behavior of the solid tubule segments where 
one part of the same develops a lumen for a short distance and becomes 
enlarged and later is filled with fluid, while other parts of the same 
tubule remain solid and its continuity with the remainder of the unit 
is never compieted. (See excellent examples of these conditions in 
Iie. 8.) Yet along side of these tubules with this irregular history are 
other tubules which succeed in developing and are in many instances 
capable of maintaining adequate function along into old age. 

Infection as a Cause.—At the period of life when the normal kidney 
becomes more liable to infection, the congenital polyeystie kidney, too 
is frequently infected. This is shown in approximately 80 per cent 
of the adult cases of this series. In most instances hemorrhage pre- 
eeded the infection. Many of the larger cyst cavities had become 
filled with blood and pus. (Fig. 12.) The evidence presented in this 
material of infection being the eause of the condition was negligible. 
In only an occasional area was there the slightest suggestion of recog- 
nizable reaction to infection. A few localized areas showed active 
fibroblastic proliferation. In Case 4 there was a clinieal history of 
maternal syphilis but the Wassermann reaction was negative at the 
time of birth and a very diligent search for the Spirocheta pallida in 
the tissues of the child gave negative results. The fact that seven 
sases related to this series represented a familial group for the dis- 
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ease supports the evidence already in the literature of a congenital 
basis for the etiology of the disease. 

The New Growth Theory.—The theory of Brigidi and Severi is not 
supported by evidence obtained from this study. Attention has al- 
ready been called to the inherent disposition of the mesenchyma to 
differentiate into tubules. This is a developmental change of one 
tissue to another tissue of higher type and not a differentiation yield- 
ing a lower form of cells and tissue as is always the ease in either be- 
nign or malignant new growths. Then again, there is the inerease in 
size of the organs of the tissues, which become more compacted as 
the disease matures, due for the most part to pressure from the in- 
creasing contents in the cyst cavities. There is also the fact that 
when the disease is most advanced and the organs are of maximal size, 
growth is minimal. This is quite opposed to the condition prevailing 
in new growths. 

The Theory of Nonunion of Tubule Seqments.—This study does not 
support the theory that a failure of union between the convoluted 
and collecting tubules has been the single cause for the formation of 
cysts for, as already pointed out, cysts were observed in cavernous 
areas of the developing capsule and also in the capsules of degener- 
ated glomeruli, as well as in positions where defects in tubule connec- 
tion could take place. The evidence that all of the causative factors 
for the formation of the cysts may be active at widely varying peri- 
ods of time is quite convineing. It is well known that the disease has 
potential phases of development without direct relation to the age of 
the body. It has been shown at the operating table that one kidney 
may present the classical gross appearance of the congenital polycys- 
tic kidney while the companion organ is apparently normal. Yet only 
a short period of increased function may be required to foree the 
kidney so recently normal to gross examination, to a condition of 
typical polycystic degeneration. 

The microscopic examination of these same tissues has shown eysts 
in different stages of growth. Some were just forming in local parts 
of the tubules which were yet in primitive developmental stages of 
progress. There were also aggregations of cells which showed dif- 
ferentation aetivity towards tubule formation. 

It is of very great importance that the deformations of the urinary 
organs are usually a part of a multiple group of stigmata and that the 
condition of congenital polycystic kidneys is frequently associated with 
the same type of degenerative change in other organs, as, for example, 
in the liver in 12 per cent of all cases reported in the literature and 
also with various deformities in other varts of the body. 

It is logical to conclude from the evidence gathered in this study 
that congenital polycystic kidneys are caused by defective protoplasm 


which may be inherited or congenital in obedience with the same bio- 
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logic laws governing the recessive characteristics illustrated in phylo- 
genetic changes and in other congenital deformities. 
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THE RELATION OF DYSMENORRHEA TO INTERSTITIAL 
THYROTOXICOSIS AS PROVED BY THERAPEUTIC 
MEASURES* 


By ArtHurR E. M.D., HALSTEAD, KANSAS 
PREFATORY NOTE 


HIS essay is a review of a study of the clinical phases of some of 

the endocrine disturbances of the female. Though based upon 
and guided by studies of pathology, this phase is but casually con- 
sidered. Theories and hypotheses are ignored because, though in- 
dulged in by many writers, they seem to have added but little to 
our everyday working knowledge. 

[ have confined myself as much as possible to the presentation of 
facts as I have seen them in the clinic. Though necessarily presented 
in an abbreviated form because of the wide range covered, I believe 
even this brief presentation carries evidence of a close relation of 
thyroid dysfuncton to menstrual disorders. Neither space nor time is 
available for a full presentation of the clinical results in detail, but I 
feel sure the results presented bear a close relation to the facts. 

That there is some interrelation of the various endocrine units to 
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each other is generally recognized although no exact information of 
such relationship is satisfactorily proved. The relation of the ovaries 
and the thyroid gland, however, is as well established as any. Even 
here the association is not clearly understood. One reason, perhaps, 
is that all pelvic disorders have been compared with all diseases of 
the thyroid gland. Obviously it is necessary to consider only the 
endocrine disturbances of the ovaries with definite types of diseases 
of the thyroid gland. A second necessary restriction of the field of 
investigation is to analyze the various diseases of the thyroid gland 
and study the relation of ovarian disturbances to each of these in turn. 

This essay undertakes to segregate endocrine disturbances of the 
ovary with the type of goiter most intimately associated with ovarian 
disturbances, notably the interstitial type. It furthermore under- 
takes to select the primary disturbing factor and by correcting this 
to secure relief from the disturbances caused by such deviation from 
the normal in each of these. Unfortunately we know nothing what- 
ever that relates to structure and function in the ease of the ovary but 
in the thyroid gland we are able to say with great definiteness that 
certain structural changes are associated with a particular symptom 
group. In the former we must decide deviations from the normal 
wholly on clinieal grounds while in the latter we have both clinical 
and anatomie evidence. 

The necessary premises in this study are an understanding of the 
types and causes of dysmenorrhea and the types of goiter. If we 
confine ourselves to those facts reasonably well established, as applied 
to the restricted field of this paper, each of these may be considered 
in a very brief space. 

lor the purposes of this study those cases of dysmenorrhea only 
need be studied which appear to be purely ovarian in origin. That 
is, those eases in which there is no obvious gross pelvie lesion, notably 
maldevelopment, displacements, tumors and pelvie inflammations. 
Even in the presence of such lesions the dysmenorrhea is not neces- 
sarily dependent on them as will be noted further on, sinee the pain- 
ful menstruation may be relieved without the relief of the anatomic 
lesion and conversely, relief of the anatomic lesion may not cure the 
dysmenorrhea. 

Experience has proved that in the absence of gross pelvic lesions 
attempts at relief by mechanical means, of menstrual disturbances 
are worse than useless. Correction of anteflexion, dilatation and 
curettage, operations on the cervix to relieve a hypothetical stenosis, 
all mark the fallacy of the hypothesis of mechanical causes in the 
production of dysmenorrhea. If after a careful examination of the 
voung sufferers under general anesthesia no organic lesion can be 
demonstrated, so far as our present knowledge permits us to judge, 
we are safe in regarding the dysmenorrhea as functional, that is, of 
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endocrine origin. We may cease then to study the pelvic organs and 
begin a study of the patient. Anatomic study of ovaries has given 
distressingly little knowledge by which we may determine dysfunc- 
tion. It is worth while, however, to consider what little we do know. 


PATHOLOGY OF THE OVARIES IN DYSMENORRHEA 


It was my unhappy privilege, more than twenty years ago, to serve 
as resident pathologist in a hospital where the operators removed 
ovaries on any pretext. One of the chief indications was for the relief 
of dysmenorrhea. I learned from a study of this material to divide 
these ovaries into three groups; wholly normal ovaries, ovaries with in- 
flammatory lesions, and atrophic ovaries. The first type was repre- 
sented by about 95 per cent, the second by 4 per cent, and the last by 
1 per cent. 

The Normal Ovaries—Though the appalling sacrifice of normal 
ovaries by operation is happily, largely a thing of the past, there is 
now and then evidence of the persistence of such error. In a recent 
number of a report from the College of Surgeons, a sample operative 
report card notes the removal of the appendix and the right ‘‘eystic’’ 
ovary. It is deplorable that this all too common error should be 
flaunted before the young surgeons of the present day as a model. 
In my laboratory days the old spectacle of a normal appendix and a 
right ‘‘eystie’’ ovary greeted me time without number until I thought 
the very gods must soon cry out in protest. Given a young woman 
with pain in the right side, the diagnosis of the mythical chronie ap- 
pendicitis, operation, the operator finds nothing to explain the symp- 
toms, and the innocent ovary, because it has ‘‘e¢ysts,’’ pays the penalty 
of topographic association with the appendix. There is still a woeful 
lack of knowledge of the wide variation in the form and structure of 
ovaries capable of carrying on the normal funetion. it is true, but we 
are not so lacking in knowledge as to make excision of cystic ovaries 
justifiable. The so-called conservative operations on the ovaries are 
nothing more than inane meddlesomeness designed to compensate for 
a poor clinical analysis of the patient’s condition. The variations in 
the size and number of small cysts is limitless. Even the so-called 
small eystie ovary, thought by many to be pathologic, is wholly capable 
of performing a normal function. So long as there are normal fol- 
licles, or even normal medullary tissue, the ovary is capable of carry: 
ing on its function, and there is no more reason for performing opera- 
tions on the ovary for the relief of pain than for performing a 
cerebral decompression for migraine. That the most extreme degree 
of thickening of the tunica and the more ornate collection of cysts is 
compatible with normal and undisturbed function and that ovaries de- 
i void of any anatomic deviation from the normal may be the seat 
of so-called ovarian pain. is a bit of fundamental knowledge that should 
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be in the possession of every one believing himself possessed of suffi- 
cient knowledge to warrant him to appear as a surgeon.* 

The Inflammatory Ovary.—These ovaries came to the laboratory only 
because they were associated with inflamed tubes. The ovaries were 
removed only as a matter of technical expediency or the failure to 
recognize the fact that the ovaries were unfortunate innocent bystand- 
ers. So far as the function of the ovaries go, this function is not 
affeeted by these influences. Only in rare instanees when there is 
marked secondary atrophy is the function impaired. Even in these, 
though attended by disturbed menstrual function the endocrine ae- 
tivity is not wholly lost. 

Atrophy of the Ovary—Oceasionally there is a premature atrophy 
of the ovaries apparently as a part of a generalized endocrine disturb- 
ance. Ovarian atrophies are of two general types. The one, an 
asplasia rather than an atrophy, is seen in thin, anemic, substandard 
girls. In this type there is never an entire absence of interstitial 
tissue and a few follicles are present though they may be poorly 
formed. The other type is seen in women who take on enormous 
weight. This latter type is usually a secondary atrophy leading to a 
premature menopause. In these there is a definite sclerosis of the 
ovaries. In these there may be a total disappearance of both inter- 
stitial cells as well as follicles, there remaining but a small nub of 
connective tissue which is fibrous throughout. In many obese patients, 
however, with amenorrhea, the disturbance is functional without ana- 
tomic changes in the ovaries. 

This very cursory review of the pathology of the ovaries is sufficient 
for a basis of the arguments which are to follow. Let it be repeated 
that it is not possible to examine ovaries and declare the possessor 
suffered thus and so. The atrophic ovary, the large eystie and the 
rest may be found in patients who do not suffer from dysmenorrhea. 
Conversely, when such ovaries are found in patients who do suffer 
from dysmenorrhea, it does not follow that such changes are asso- 
ciated with dysmenorrhea or that any tinkering with the ovaries will 
influence the pain. 


PATHOLOGY OF THE THYROID GLAND 


The relation of anatomic change to disturbance of function in the 
case of the thyroid gland is definite. There is no other organ from 
which the disturbance caused by a given lesion can be so certainly 
determined and, conversely, there is no other disease in which the 


*I may say in passing that I once surreptitiously substituted pig ovaries for human 
ovaries in a series designed for demonstration at a medical meeting, removed by one 
of our renowned ovariotomists. He rent the air with eloquent descriptions of the 
patient writhing in agony in the beginning of menstruation caused by the cystic 
ovaries he held before him and how a beneficent Providence had sent surgery to 
relieve these sufferers. I was forced to reply, in justice to simple truth, that nothing 
was known of the clinical symptoms because this particular pig had died an igno- 
minious death in the slaughterhouse. So little did this operator know of ovarian 
pathology. 
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anatomic findings can be so certainly predicted as in the diseases of 
the thyroid gland. For the purpose of this paper we may exclude 
mere disturbances of function as is manifest in the increase in the 
colloid without change either in the character of the colloid or in the 
histology of the cells. We may exclude also that type in which there 
is marked adenomatous proliferation as seen in the toxie or exophthal- 
mic toxie types. 

We may address ourselves, therefore, to the remaining type of 
goiter, notably, the interstitial type. Since this type is not generally 
recognized the establishment of this form of goiter as a clinical entity 
must be one of my chief tasks. 

Interstitial Goiter—It is my purpose merely to eal! attention to the 
presence of interstitial cells in unusual numbers in certain types of 
mild thyrotoxicosis attended by more or less marked neurotic symp- 
toms and very commonly by dysmenorrhea. It is of equal importance 
to note at the outset in this type of disease that the usual anatomic 
changes attendng typical cases of thyrotoxicosis are absent. 

Anatomic Consideration—When we consider the fundamental ques- 
tion as to whether or not there are any cells at all in the thyroid gland 
comparable to interstitial cells of other organs, we find no help in the 
literature. None except Goetsch and myseli have written on this 
subject. Assuming, as pathologists do, that the masses of cells in the 
interstitial tissue to be acinal cells which have not acquired a lumen, 
explains nothing. Taking the histologist’s viewpoint one would need 
to regard them as the result of imperfections of development. If we 
reason by analogy there is more reason to believe they are separate 
cells with a function of their own than that nature in making acini 
had these cell nests left over. Possibly one might say the same of the 
islands of Langerhans. Obviously, the constancy of their occurrence 
is the first problem to be considered. These interstitial masses of 
cells are constant in early life. In most adult glands they are absent 
or sparse. What becomes of them in the adult state is wholly un- 
known. Whether they later acquire lumina and are indistinguishable 
from other acini, whether they atrophy and appear as flat, endothelial- 
like cells or whether they wholly disappear is not known. When one 
observes them in the adult, as seen in the type of disease I am 
now discussing, one eannot know if they have persisted from 
youth and have had a part in certain physical characters, or have re- 
turned to their previous form as a result of some stimulant, or are 
eells which have been derived from acinal cells. 

The relation of the interstitial cells to the acinal cells is diffieult to 
establish. An attempt to determine a cytologic difference has not 
been productive of satisfactory results. In the normal glands of chil- 
dren these differ but little from the cells lining the gland acini. The 
difficulty in distinguishing interacinal cell groups from tangential 


| 


788 THE AMERICAN JOURNAL OF OBSTETRICS AND GYNECOLOGY 


sections of acinal walls is very great. In several of the figures to 
follow, what has been called interstitial cells have the appearance of 
oblique sections of acinal walls. However, one does not see such cell 
arrangements in normal glands. Reconstruction studies of such glands 
are urgently demanded. In many regions the existence of groups of 
cells independent of the acini cannot be doubted, however. 

In typical cases of interstitial goiter the acinal cells are regularly 
deficient ; often they are quite atrophic suggesting here a resemblance 
to the types of cells in the testis after the severance of the vas. The 
difference therefore, between the interstitial and acinal cells is more 
easily noted in the type of goiter now under discussion than in the 
normal glands of children. If we regard the interstitial cells as the 


Fig. 1—Normal thyroid from a boy four years of age. Between many of the acini 
are masses of cells quite independent of the acinal cells. 


persistence of cells normal to the child we must assume an inerease in 
their activity to account for the development of the thyroid manifes- 
tations, or that the disturbance of the acinal cells accounts for the 
dysfunctions. 

In order to find a normal prototype for the interstitial type of 
goiter we must go back to childhood, somewhere before the fifth year. 
Here the interstitial cells are normally present in about the same pro- 
portion as that found in the average interstitial goiter. These inter- 
stitial cells are most numerous at the angles between the various 
acini (Fig. 1). It is to be noted that the cells lining the acini are 
euboidal or columnar (Fig. 2). It is to be further noted that the 
interstitial cells are indistinguishable morphologically from the cells 
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lining the acini except perhaps for the amount and shape of the proto- 
plasm. The nuclei are quite alike (Fig. 3). 

Comparing the picture of the normal thyroid of childhood with 
clinically permanent types of interstitial thyrotoxicoses we see a simi- 
larity in some cases. This is most often observed in patients who 
present the characteristic nervous symptoms but a normal physique. 
In these cases the acinal cells are normal but the interstitial cells are 
increased, presenting the picture of the infantile gland. In the typical 
cases there is a marked increase of the interstitial cells, a quiescent 
state of the acinal cells and a colloid but little if at all changed (Fig. 
4). In comparing the interstitial cells with those of the adjoining 
acini one sees them to be large with large ovoid, deeply staining 


Fig. 2.—Normal thyroid from a boy four years old. The acinal cells are cuboid 
of low columnar. 
nuclei while the adjacent acinal cells are flat and the nuclei faintly 
staining (Fig. 5). The character of the acinal cells is better shown 
when examined in thin sections with an oil immersion lens (Fig. 6). 
Clinical Picture—In a series of goiter patients it is easy to se- 
lect a group in which the symptoms of thyroid intoxication are 
mild and do not tend to increase. The thyroid is small, the pulse 
rate rarely exceeds 120 and the loss of weight is not great. The nerv- 
ous symptoms are those of the neurasthenic rather than those due to 
an adenomatous thyrotoxicosis. That is, their complaints are voluble 
and vociferous but there is little in their action which indicates nerv- 
ousness. This is in marked contrast to the toxic adenomas in which 
the patient complains but little, but thrashes about her bed in an ex- 
cited manner. . 
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Two types can be distinguished. In the first type the physique indi- 
cates maldevelopment. These patients are usually tall, thin, of. deli- 
eate general constitution. They seldom play anything more strenuous 
than croquet and they do not break the late hour rule. They suffer 
from scant and painful menstruation. Then their thyroid begins to 
increase in size and they become more nervous. They sleep poorly 
and are troubled with palpitation of the heart. They lose a little 
weight, and that is all. They remain in this stage for months and 
years with no tendency to increase of their malady. After a time 
they improve, with operation or without, and they are again as they 
were in the beginning, lean and nervous. 

The second is seen in well-developed girls and adolescents of normal 
constitution. They have pains at their menstruation, become nervous, 
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Fig. 3.—The acinal and interstitial cells appear quite alike in size and tinctorial 
reaction. (Specimen from a child four years old.) 


the pulse increases to 110 or 120 and they lose a little weight. Some 
of these come because of menstrual disturbance and the goiter is 
found in the routine examination. Others come because of the goiter 
and one learns of the menstrual disturbance from the history. Others 
come because of the dysmenorrhea and the goiter is regarded as an 
innocent condition. 


RELATION OF GOITER TO PELVIC DISEASE 
In order to determine the coincidence of goiter and pelvie lesions I 
made notes regarding these points on 100 consecutive patients exam- 
ined during the month of January, 1922. The attempt was made to 
limit the observation to those types of goiters above described, as 
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interstitial. Cases of adolescent, colloid, toxic adenoma, fetal aden- 
omas, Graves’ disease, ete., were excluded. All the patients enumer- 
ated below had small goiters and other symptoms characteristic of 
interstitial goiter noted above. Some came because of their goiter, 
some for nervousness, some tuberculosis and some because of pelvic 
disturbance. 

Normal.—At the present time what shall be regarded as normal 
menstrual history is a relative thing. Married patients who had only 
moderate dragging or lower abdominal pain were regarded as normal. 
The unmarried if indisposed no more than a few hours were consid- 
ered normal. If the pain was severe enough to require them to desist 
from their usual employment they were put down us abnormal. There 


Fig. 4.—Slide from an interstitial goiter. The interstitial cells are numerous and 
the colloid but little changed. This patient was highly neurotic and was not improved 


by operation. 

were 13 patients whose pelvic functions were accounted normal. Young 
girls sometimes do not admit menstrual pain, fearing such admis- 
sion would lead to a pelvic examination. 

Dysmenorrhea.—Married women who complain of pelvie pain, back- 
ache and headache as major symptoms and girls who were compelled 
to give up their work for a time were regarded as having dysmenor- 
rhea. Of these there were 26. Of this number 9 were married and 
presented no gross pelvic lesions. Local tenderness was not regarded 
as pathologic. The 17 unmarried women were not subjected to pelvic 
examination and the anatomic state of their pelvic organs is not 
known. Their menstrual disorders were such as to interfere with 
their occupations for at least half a day at each menstrual period. 
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Displacements.—There were seven in this group. The displacements 
accompanied by occipital headache and general pelvie discomfort but 
without marked pain are included in this group. Several noted an 
increased nervousness and a sense of fullness in the throat at the 
time of the menstrual period. There is no relation between the prob- 
able beginning of the goiter and the displacement in so far as these 
can be determined. 

Dysmenorrhea with Displacement—There were ten in this group. 
These were all nonparous women who had in addition to displacement 
very marked discomfort in the married and disabling pain in the un- 
married. 

Displacement and Cervical Laceration and Erosion——In this group 
were included those who had displaced uteri and laceration and erosion 


Fig. 5.—High power of Fig. 4. The interstitial cells are large and deeply staining 
while the acinal cells are flat and present no evidence of activity. 

such as would eall for repair had the patient no other lesion. All of 

these came as gynecologic patients. The enlargement of the thyroid 

gland was discovered in the course of the routine examination. 

Metrorrhagia.—Four of the patients had excessive flooding such as 
required treatment. One had been treated with radium and was 
amenorrhagie with great increase of nervous symptoms. The remain- 
ing three had no discoverable cause for the excessive flow. 

Scanty Flow.—Four of the patients noted progressive lessening of 
the menstrual flow and with the decrease of the flow came an increase 
of the pain. This is the type in which symptoms of thyrotoxicosis are 
attended by increase in weight. One of these patients gained 70 
pounds in seven months, associated with increasing nervousness. One 
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patient had metrorrhagia with displacement. The presence of a myoma 
could not be excluded in this case. 

Myomas.—Three patients had myomas of the uterus. One was not 
aware of any pelvic trouble and two had pelvic disturbance. 

Pelvic Operations.—Eight patients had some sort of pelvic operation 
since the advent of their nervous state. Three had had curettements, 
three repairs of the cervix and perineum with some ligament opera- 
tion, and one, a bilateral oophorectomy. None of these were operated 
upon in this clinie and the exact nature of the operation is not known 
nor was it possible to determine the state of their thyroid glands at 
the time of the operation. In but few of these patients was the goiter 
discovered before operation. The patients came because of some in- 


Fig. 6.—Interstitial cells, showing the large, deeply staining nuclei. (Oil immersion.) 


definite symptom such as nervousness, palpitation, loss of weight or 
some menstrual disturbance. 

Chronic Pyosalping.—Seven patients had fixed uteri in position or 
displaced. The cause of the fixation was not determined, but evi- 
dently due to some parauterine inflammation. 

Miscellaneous.—One had undergone menopause at 35 years of age, 
one was in the menopause at 46 and one was in the seventh month 
of pregnancy. Each of these dated her nervousness after the cessa- 
tion of her menstrual flow. 

Of this series 13 were regarded as having normal menstruation. 
Twenty-six had dysmenorrhea without anatomie lesions. Therefore, 
approximately one-fourth of the eases come under the caption of this 
paper, goiter with dysmenorrhea. This small series was studied solely 
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to gain some idea of the proportion of this class of cases to all goiter 
patients. 


These conclusions are corroborated by a compilation of recent sta- 
tistics. Of 1081 patients treated for goiter in this clinic last year 
approximately 300 belonged to this group. 


Symptomatology and Diagnosis.——The recognition of the symptom 
complex of goiter and dysmenorrhea requires a certain degree of care. 
In a goiterous country such as this, where death from acute thyro- 
toxicosis is common, patients are on the lookout for enlargement of 
the thyroid gland. When such an enlargement occurs medical advice 
is usually sought. 


Goiter.—The first factor to be determined is whether or not there 
is an enlargement of the thyroid gland. This is not always easy. The 
normal thyroid gland in young women is palpable as a soft mass the 
size of the last joint of the thumb just above the clavicle. In patients 
with long necks it is higher. A diseased gland is characterized more 
by its increased consistency than by its inerease in size. Therefore, 
a gland of normal size which is hard must be regarded as having 
undergone some anatomie change. In most instances this change is 
associated with an inerease in size. The change in consistency is the 
chief differential factor between this type of goiter and the small 
colloid goiters so common in young persons. 

Pulse Rate—When a possible change in the size of the thyroid 
gland is in doubt the pulse rate often helps. If there are definite 
changes in the thyroid gland the pulse rate is usually augmented to 
between 90 and 120. A slow pulse even to 60 or less is occasionally 
found. In addition to the increase in rate the pulse is full, sometimes 
bounding. The apex beat is heaving and the area widened. 

Loss of Weight.—A slight loss of weight is common. This usually 
varies between 10 and 20 pounds. Sometimes there is an actual in- 
erease in weight. This is sometimes pronounced, even so much as 90 
pounds in six months. 

Nervousness—Nervousness is a common accompaniment. This is 
usually subjective and amounts to wakefulness and inability to con- 
eentrate the mind or perform any work satisfactorily, though it sel- 
dom completely ineapacitates the patient. 

Dysmenorrhea.—When the pelvie disturbance dominates the pic- 
ture the patient usually comes complaining of premenstrual or men- 
strual pain, irregularity in time and amount of flow or less commonly 
of leucorrheal discharges. On the other hand an equal number come 
because of right-sided groin pains. Unless the appendix has already 
been removed these usually come with a diagnosis of chronic appen- 
dicitis. The error of this is obvious from the fact that there is no 
such disease as chronic appendicitis and also by the fact that these 
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pains usually radiate to the iliac crest, the hip or down the thigh, 
thus disclosing the ovarian origin. 

Whichever symptom group the patient presents as her chief com- 
plaint the other must be diligently investigated. Thus, if a goiter is 
obviously present the menstrual history is carefully inquired into. 
History is usually sufficient. Physical examination need be resorted 
to only if the patient has already been subjected to pelvic examination 
and some abnormality is alleged to have been found. In such cases 
an examination is necessary that the practitioner can properly refute 
the argument for an operation which usually has already been pre- 
sented to the patient. 

If the patient comes because of menstrual trouble the search for 
goiter must be made following the outline already indicated. 

When both symptom groups are present the diagnosis is not yet 
assured. Other conditions must be sought for, notably tuberculosis. 
All the aids, ineluding the x-ray, must be employed. In some instances 
the patient must be observed for a time before a differential diagnosis 
can be made. If the patient’s physical vigor promptly increases with 
the exhibition of bromides she most likely does not have tuberculosis. 
Of equal importance is the history of the patient before the advent 
of the disease complained of. Undernourished girls of poor heredity 
have dysmenorrhea as a part of their normal heredity and it can 
hardly be classed under the category of disease. The same applies 
to their nervousness and chronie weariness. One cannot cure a pa- 
tient of what they had before they got sick. One deals here with bio- 
logie classification and not with the diagnosis of disease. 


TREATMENT 


Patients are all subjected to a general examination. If there is an 
anemia this is looked after as is any other contributing factor. 
Whether or not the patient comes complaining of goiter, pelvie pains 
or dysmenorrhea, the thyroid element is stressed. The patient is 
assured that this is the important thing and that it is of a type which 
does not require operation but is always cured by medication; that 
the pelvic symptoms are secondary and will disappear as the goiter 
improves. If they have had a diagnosis of appendicitis elsewhere this 
is explained as ovarian pain. If the appendix had been removed or 
the ovaries tampered with, especial care is taken not to leave the 
impression that the operation was useless but that happily all the sur- 
gery required has been done. 

If the patient is very nervous and has lost more than ten pounds in 
weight she is first given hyoscine (or belladonna) and bromides until 
the nervousness subsides. Then potassium iodide is added in a grain 
or two doses one to three times a day. The medicine is given two or 
three times a day until the weight improves and the pulse becomes 
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80 or less, then the medicine is continued once a day until the thyroid 
gland becomes normal. 

If after from three to six months the dysmenorrhea is not improved, 
examination is suggested to be made under ether, or sooner if the pa- 
tient becomes impatient of results. It was my former practice to 
correct surgically any displacement found but unless there is evidence 
of periuterine adhesions this is no longer done. The displacement is 
a coincident factor and not a cause of the dysmenorrhea. The mythical 
atresia of the os, the anterior displacements, ete., have of course been 
outgrown years ago. I confess also to have done resections for 
‘‘eystic’’ ovaries but I am proud to state have never done an oophorec- 
tomy, thanks to the vehement condemnations of that procedure by 
my distinguished teacher, Olshausen. 

In young patients who are underdeveloped, I believe the use of an- 
terior lobe of pituitary gland, five or ten grains a day, aids materially 
in hastening the recovery. 

The theory of the use of the pituitary extract is that this portion 
of the gland has to do with the development of the genital function. 
If this be true then the conclusion would be warranted that a hypo- 
function is the fundamental factor. 

Usually from six to eighteen months are required to complete a cure. 
Often when treatment is discontinued the dysmenorrhea returns even 
without the obvious retard of the goiter. Sometimes the dysmenor- 
rhea disappears for some months and returns even while the treat- 
ment is being continued. Often indiscretions in hygiene or conduct 
are the cause. 

Failure to respond to treatment may be due to anatomic changes 
in the pelvis, often some hereditary factor or to changes in the thy- 
roid gland which do not respond to medical treatment. In the latter 
case operation may be resorted to. Operation will not cure a condi- 
tion which was present before the advent of the goiter. As a general 
thing, operation should be avoided even though the patient does not 
get well on medical treatment. 

Discussion —That the surgical treatment of dysmenorrhea is wholly 
unsatisfactory most surgeons know from experience. The abundant 
literature shows that this experience is universal. This in itself should 
suggest that the attack is along the wrong front. That dysmenorrhea 
is commonly relieved by pregnancy was well recognized by the old 
family doctor. That pregnancy has a far greater effect on the endo- 
erine system than on the anatomy of the pelvie organs is now, in the 
light of our knowledge of endocrine physiology,: perfectly obvious. 
That the thyroid gland concerns itself with the vicissitudes of the re- 
productive function likewise is well established. Just what this fune- 
tional relation is cannot be stated. The clinical experience herein 
recorded presents another elue to this relationship. It is interesting 
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to note that some of the prescriptions used for dysmenorrhea half a 

century ago contained potassium iodide. Pure empiricism, however, 

has given way to at least a semblance of scientific investigation. 
CONCLUSIONS 

1. Many young women present small goiters associated with mild 
degrees of thyrotoxicosis. 

2. Anatomically these glands show changes in the colloid, inactive 
acinal epithelium and apparently an increase in the cells situated be- 
tween the acini. 

3. Many of these patients have an associated dysmenorrhea without 
demonstrable anatomie changes in the pelvie organs. 

4. When these patients are treated in the conventional manner for 
their goiters, the dysmenorrhea disappears in the vast proportion of 
cases. 

5. This applies as well to the common groin pains so commonly diag- 
nosed chronic appendicitis, for the relief of which appendectomy is 
wholly impotent. 


A STUDY OF STREPTOCOCCI FROM CHRONIC INFECTION OF 
THE CERVIX UTERI AND FALLOPIAN TUBES 


By CHANNING W. Barrett, M.D., A. F. LAsH, M.D., ANp I. Pitot, M.D., 
Cuicaco, ILL. 


(From the Department of Gynecology and the Department of Pathology and Bacteri- 
ology, University of Illinois, College of Medicine.) 


HE investigations of the causative organisms in infections of the 

cervix and fallopian tubes have gone little beyond a study of their 
incidence. The type of infection considered is of a chronic character, 
by which we mean those clinical conditions extending over long periods 
of time with recurrent acute exacerbations. When a patient enters the 
clinie of Dr. Barrett at Cook County Hospital with an acute exacerba- 
tion, she must become temperature-free and leucocytosis-free before 
she is considered ready for operation. It was the desire to know the 
predominating organism of these infections which stimulated this 
study. 

According to A. Martin,’ in 2,078 cases of purulent salpingitis, 279 
were gonorrheal, 374 puerperal septic infection, 19 tuberculous, 13 luetie. 
From the statistics of Martin, Schauta, Fromme, Charrier, Wertheim 
and Prochowick,! 376 eases were collected, and of this number 76 showed 
pure culture of gonococci, 10 a mixed gonorrheal infection, 15 staphyl- 
ocoecus and streptococcus, 7 pneumococcus, and 3 B. eoli. In 15, there 
was doubtful identity and 215 tubes were sterile. 


Menge,” in 122 eases of purulent salpingitis, found organisms in 47 


a 
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and none in 75. Of 44 pure cultures, 28 were gonococci, 9 tubercle ba- 
cilli, 1 staphylococcus, 1 B. coli, and 1 anaerobic diplococcus; while in 
3, mixed cultures were obtained. 

A. H. Curtis* investigated the fallopian tubes of 300 patients, 192 of 
which were studied bacteriologically and pathologically. He placed the 
tissue in sterile towels upon removal from the abdomen, later ground 
it up and inoculated meat infusion, ascitic and blood agar. He divided 
his eases into three groups, first: those with gross active inflammation, 
64 cases, of which 29 had no growth, 19 were gonorrheal, 2 gave non- 
hemolytie streptococci, 2 hemolytic streptococci, 5 anaerobic streptococci, 
3 B. coli, 3 mixed growth, and 1 B. proteus. Second: those with 
microseopie evidence of active inflammation which numbered 38, 27 of 
which showed no growth, 4 gave nonhemolytie streptococci, 1 hemolytic 
streptococci, and 6 tuberculosis. Third: those having no evidence of 
inflammation and showed no organisms on culture. He mentions that 
injection of hemolytie streptococci intravenously into a rabbit produced 
purulent arthritis and acute nephritis. 

In his work on the bacteriology of leucorrhea, in which only vaginal 
discharges were studied, Curtis‘ found that the organisms isolated were 
nontoxic to animals. He described an anaerobic streptococcus, hemolytic 
aerobie streptococcus, and a nonhemolytie aerobie streptococcus, the in- 
cidence and pathogenicity of which were not discussed. 

The material for our study was obtained from the ..omen on the gyn- 
ecologic service of Drs. Barrett, Culbertson, and Fischmann at the Cook 
County Hospital, Chicago. The cervical cultures, using ascitie broth, 
were taken before operation through a vaginal speculum under direct 
vision with a sterile wire loop. Direct smears were also made and 
examined. At the end of twenty-four hours, these cultures were studied 
in smears; subcultures were also made and studied after twenty-four 
hours’ ineubation at 37.5° C. aerobically. 

The fallopian tubes were put into sterile Mason jars upon removal and examined 
within fifteen minutes, as a rule. Under sterile precautions a section of the tube 
was excised for microscopic study and a smear made of the exudate covering 
the endosalpinx. The tube was cut into small sections, subdivided with sterile 
scissors and then dropped into a large test tube containing ascitic broth. Twenty- 
four hours later, a smear was made together with subcultures on ascitic agar, blood 
agar, and endoplates. The streptococci were isolated in pure culture, and their 
cultural properties studied in milk and carbohydrate broth. All cultures were 
cultivated aerobically. 

The direct smears and those from cultures were all stained by Gram’s method. 
The media used were: Ascitic broth, which consisted of beef infusion, using 
sodium dibasic phosphate instead of NaCl P,, 7.3 (corrected with sodium car- 
bonate), 1 per cent peptone, and ascitic fluid added in the proportion of one part 
of fluid to four of broth; ascitic agar plates which had the same composition 
as the ascitic broth plus 1.5 per cent agar; blood agar which consisted of beef 
infusion, 1 per cent peptone, 2 per cent agar-agar, sodium chloride, adjusted to 
P,, 7.8 (corrected with sodium hydroxide), 5 per cent defibrinated sheep blood; 


BARRETT, LASH, PILOT: STREPTOCOCCI 799 


endoplates made in the usual way; sugar broth was made of beef infusion broth, 
1 per cent of the sugar (lactose, salicin, mannite and inulin) with Andrade’s 
indicator (1 e.c. to 100 ¢.c. medium) and sterilized by the intermittent method. 

Smears of the streptococci revealed Gram-positive cocci in chains of varying 
lengths. The viridans type often appeared as lance-shaped diplococci, thereby 
simulating pneumococci from which they were differentiated by the bile solubility 
test. 

In ascites broth the hemolytic streptococci produced a flaky sediment with a 
flocculent suspension which settled on the bottom and sides of the tube, but the 
supernatant fluid remained clear. The viridans type produced a granular or 
loose, fluffy suspension. On carbohydrate broth a sediment usually formed. 

On blood-agar plates, the hemolytic forms produce small, discrete, biconvex, 
colonies surrounded by a clear zone of hemolysis measuring 2 to 4 mm. across. 
The Streptococcus viridans colonies produce a green discoloration. Those colonies 
having a narrow zone of hemolysis surrounding the green zone were classified 
as the alpha type of the hemolytic streptococci according to Smith and Brown. 

The bacteriologie results of examinations of fallopian tubes from 100 patients 
and of 40 cervical cultures from the same patients are given in Tables I and II. 


TABLE 


I 
STREPTOCOCCI 
OF __|GIVING No| HEMO- VIRI- INDIF- 
| PATIENTS! growTH | LYTIC DANS | FERENT 
Fallopian tubes with gross changes} 100 | 20 | 14 21 3 
Cervix of same patients 40 | 7 2 il 3 


TABLE II 


ASSOCIATED ORGANISMS 


SOURCE OF STRAINS 


FALLOPIAN TUBES | CERVIx IN 40 
FROM 100 PATIENTS| OF THE 100 PATIENTS 
‘Gonococeus 3-1 (?) 
B. coli 13 9 
Staphylococcus | 33 6 
Micrococcus tetragenus 1 0 
B. diphtheroids 3 5 
B. proteus : 2 
B. capsulatus 4 0 
Pneumococcus 2 0 
Spirilla 0 2 on smear 
Gram-positive diplocoecus 0 6 


Streptococcus hemolyticus was found in 14 instances (of 100 cultures), or 14 
per cent; Streptococcus viridans in 21 instances, or 21 per cent; and Streptococcus 
indifferens in 3 instances, or 3 per cent. Streptococcus hemolyticus occurred 
in 2 of the 40 cervical cultures, or 5 per cent; while Streptococcus viridans ap- 
peared in 11 instances, or 28 per cent. 

In two instances, Streptococcus viridans in the cervix was found associated 
with Streptococcus viridans in the tubes; and in two others, Streptococcus hemolyt- 
icus in the cervix were associated with Streptococcus viridans in the tubes. 

The association of streptococci with other organisms was found as follows in 
the tubes: In 8 cultures, S. hemolyticus appeared alone; in 1 culture, 8. 
hemolyticus with S. viridans; in 3 cultures, S. hemolyticus with staphylococci; in 
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TABLE III 


S. HEMOLYTICUS | CLASSI- 
LACTOSE | SALICIN |MANNITE| INULIN | FICATIONS 

4 + + 0 0 |S. pyogenes 
9 + + 0 0 |S. pyogenes 
10* ~ + 0 + | 
11 0 0 0 0 S. subacidus 
13 + + 0 0 S. pyogenes 
14 + | 0 |S. pyogenes 
16 + + 0 0 S. pyogenes 
18 + + 0 0 |S. pyogenes 
21 + + 0 0 S. pyogenes 
22 + - 0 0 |S. pyogenes 

23 ~ 0 0 pyogenes 
27 + + 0 0 'S. pyogenes 
29 + + 0 0 'S. pyogenes 

Indifferent Strains 
19 + + 0 0 
Cervices 

2 + 0 0 S. pyogenes 
3 + + 0 0 |S. pyogenes 
6 + + + 0 iS. infrequens 
10* + 0 0 0 iS. anginosus 


*Repeated. 


TABLE IV 


CARBOHYDRATE-FERMENTATION Tests | 722! 
S. VIRIDANS TUBES CLASSI- 


| LACTOSE | SALICIN |MANNITE INULIN FICATIONS 
1 + 0 | 0 0 |S. salivarius 
3 + + 0 0 S. mitis 
6* 0 0 0 S. salivarius 
8 0 0 0 0 
9 4 0 0 S. mitis 
12 + 0 0 0 S. salivarius 
15* + 0 0) 
17 4 0 0 S. mitis 
20 + 0 0 S. mitis 
95 4 0 S. mitis 
26 + 4 0 S. fecalis 
+ 0 0 S. mitis 
30 4 0 0 S. mitis 
31 4 0 0 S. mitis 
32 0 0 S. mitis 
33 4 n 0 0 S. mitis 
3 + } 0 0 S. mitis 
Cervices 
1 + ‘ 0 0 iS. mitis 
4 rs + 0 0 S. mitis 
5 + + f, iS. feealis 
~ + 0 0 IS. mitis 
8 0 0 S. mitis 
9 2 + 0 S. feealis 


*Repeated. 

1 culture, 8. hemolyticus with B. coli; in 1 culture, S. hemolyticus with B. eap- 
sulatus; in 1 culture, 8. hemolyticus with gonococci; in 10 cultures, S. viridans 
alone; in 1 culture, S. viridans with 8S. hemolyticus; in 1 culture, S. viridans with 
gonococci; in 1 culture, 8S. viridans with staphylococci; in 2 cultures, S. viridans 


with B. coli; in 1 culture, S. viridans with diphtheroid bacillus in the cervix; 
in 1 culture, S. hemolyticus alone; in 1 culture, 8S. hemolyticus with B. coli and 
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gonococci; in 6 cultures, S. viridans alone; in 2 cultures, S. viridans with 
gonococci; in 2 cultures, S. viridans with B. coli; and in 1 culture, 8. viridans 
with staphylococci. 

The classification of the streptococci by means of carbohydrate fermentation 
tests are indicated in Tables III. and IV. 

In litmus milk the hemolytic type formed acid in all, with coagulation in two. 
The viridans formed acid with coagulation in most strains. 

Eleven of the 13 strains of Streptococcus hemolyticus from the tubes proved 
to be Streptococcus pyogenes, one Streptococcus subacidus, and one could not 
be classified according to Holman’s classification. Two of the 4 strains of 
Streptococcus hemolyticus from the cervices were Streptococcus pyogenes, one was 
Streptococcus infrequens, and one Streptococcus anginosus. Eleven of the 17 
strains of Streptococcus viridans from the tubes were Streptococcus mitis, 4 were 
Streptococcus salivarius, one Streptococcus fecalis; while from the strains of 
Streptococcus viridans from the cervix 4 of the 6 strains were Streptococcus mitis, 
and 2 were Streptococcus fecalis. The classification of Smith and Brown did 
not prove clear cut and definite as the Streptococcus hemolyticus of the alpha 
type resembled the Streptococcus viridans in cultural characteristics and patho- 
genicity except for the narrow zone of hemolysis outside of the area of green. 

The pathogenicity of the various strains of streptococci was tested by inject- 
ing the sediment suspended in sterile normal saline obtained by centrifugalizing 
20 to 25 e.c. of the forty-eight hour ascitic-broth cultures of the viridans type 
and 3 to 4 ¢.c. of the forty-eight hour ascitic-broth cultures of the hemolytic type 
intravenously into rabbits (700 to 1,000 gm). 

The following experiments illustrate the usual findings produced by the different 
types of streptococci: 


RABBIT 1.—Twenty c.c. of a forty-eight hour culture of Streptococcus hemolyticus 
of the alpha type isolated from the cervix of patient No. 2 were injected intra- 
venously. The rabbit in dying condition was killed at the end of four days. 
Autopsy revealed a serofibrinous exudate in left hip, left knee, left ankle, left 
third interphalangeal, right wrist, and tenth intervertebral joint. Hemorrhages 
into the endocardium, cloudy swelling of liver, kidneys and spleen were present. 
The cultures from the heart and from the exudate of the infected joints yielded 
Streptococcus hemolyticus of the alpha type. 


RaspBit 2.—Four and five-tenths e.c. of a forty-eight hour ascitic-broth culture 
of Streptococcus hemolyticus of the beta type isolated from the fallopian tubes 
of patient No. 4 were injected intravenously into a rabbit. Eight days later, the 
rabbit was in poor condition and was killed. A marked purulent arthritis and 
tenosynovitis of both ankles, of left metatarsophalangeal joints and of both wrists 
were found. Hemorrhages into the muscles of the right arm were present. The 
parenchymatous organs revealed no gross pathology. The cultures from the 
heart’s blood and from the exudate of the infected joints yielded Streptococcus 
hemolyticus. 


RapBit 8.—The sediment from 20 e.c. of a forty-eight hour ascitic-broth culture 
of Streptococcus viridans isolated from the fallopian tubes of patient No. 9, 
suspended in sterile normal saline, was injected intravenously. The rabbit died 
at the end of seven days. The postmortem examination revealed a seropurulent 
exudation in the right ankle, right knee, right inferior prepatellar bursa, right 
second and third metacarpophalangeal joints and in the left knee, bursa, left 
third, fourth, and fifth metatarsophalangeal joints. The parenchymatous organs 
revealed no gross pathology. The cultures from the heart’s blood gave no growth, 
while the cultures from the exudate of the joints yielded Streptococcus viridans. 
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RapBir 38.—The sediment from 25 ¢.c. of a forty-eight hour ascitic-broth cul- 
ture of Streptococcus hemolyticus of the alpha type isolated from the fallopian 
tubes of patient No. 30 suspended in sterile normal saline solution were injected 
intravenously. The rabbit was found dead on the ninth day after inoculation. 
The autopsy findings were suppurative arthritis of the right knee, right shoulder 
and right wrist, and vegetative endocarditis of the mitral leaflets. The cultures 
from the heart’s blood and from the exudate of the joints yielded streptococcus. 

Forty-one rabbits were so injected, one of which died of pneumonia, Four died 
in one to eight days giving positive blood cultures, having received Streptococcus 
hemolyticus B. strains, and purulent arthritis of several joints, including inter- 
vertebral joints, hemorrhages into the muscles, purulent tenosynovitis, hemor- 
rhages into the endocardium except in the one dying in twenty-four hours, in 
which case, however, Streptococcus hemolyticus was isolated from the heart’s 
blood and serous fluid of the joints and a second only positive blood culture. 
In three rabbits receiving Streptococcus hemolyticus B. (being killed in ten to 
twelve days) developed purulent arthritis and yielded positive cultures from 
heart’s blood in one case and from the joints in two cases. One killed at the 
end of thirteen days showed no findings. Of the 23 strains of Streptococcus 
viridans tested, 12 developed arthritis involving the various joints from which 
only 6 positive cultures were obtained and only 3 positive heart’s blood cultures. 
It is interesting to note that the Streptococcus viridans strains were usually less 
virulent than the Streptococcus hemolyticus except the strain of Streptococcus 
viridans which was combined with Streptococcus hemolyticus strain. It produced 
marked seropurulent polyarthritis; from the joints Streptococcus viridans was 
isolated. From the 7 strains of Streptococcus hemolyticus of the alpha type, 
purulent arthritis and tenosynovitis occurred; but in 5 instances giving positive 
cultures in 3 and positive cultures from the heart’s blood in 4 instances. Strain 
30, one of the hemolytic alpha types produced a vegetative endocarditis of the 
mitral leaflets, embolic abscess of left kidney and suppurative arthritis of right 
knee, wrist and shoulder. From the joint exudate and heart’s blood, streptococcus 
was isolated. The indifferent streptococcus produced an arthritis of one wrist 
and left hip, but the culture from the heart’s blood was negative. 

The strains of streptococci isolated, produced arthritic lesions although the 
patients had no arthritis. These findings are contrary to those of Moenché who 
found the strains of streptococci isolated from leucorrheal discharges of patients 
with arthritis, produced a greater percentage of arthritis in rabbits than those 
isolated from patients without arthritis. The fallopian tubes of our rabbits in- 
jected, revealed no gross or microscopic pathology. 

As to the probable source of the streptococci, one may consider the normal 
distribution. Streptococci have been found in the vaginal secretions in varying 
percentages from 4 per cent of cases by Burckhardt? to 30 per cent of cases by 
Stolz. Kanter and Pilot® found only 3 per cent Streptococcus hemolyticus and 
56 per cent other types of streptococci in the vagina of pregnant women. Pilot 
and Brams!0 isolated hemolytic streptococci in the preputial secretions of 9 of 
100 normal men. Pilot and Davis! recovered hemolytic streptococci in 58 per 
cent of the throats of individuals (twenty to thirty years of age) with normal 
tonsils, while the nonhemolytic type was present in almost 100 per cent of the 
tonsils. From the crypts of the hyperplastic tonsils the hemolytic streptococci 
were found in 98 per cent. Holman,12 Oppenheim13 and Broadhurst14 showed that 
streptococci are not common in the feces. Davis15 fed hemolytic streptococci 
to rabbits every day for a month and only occasionally recovered them in the 
stools. Krafti¢ found hemolytic streptococci in 2 instances of 48 normal ap- 
pendices and in 4 of 77 pathologic ones. Therefore, primary or secondary infec- 
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tions of the fallopian tubes may be carried in through the vagina or may come 
from the throat or intestinal tracts. It would seem that these infections rarely 
result from steptococci normally present in the vaginal or intestinal tract. Con- 
sidering their relative frequency, the throat may be an important source. It is 
quite possible that many of these infections, particularly those due to hemolytic 
streptococci, are exogenous from the vaginal tract or even from the throat. 


This investigation brings forth such problems as; source of the 
streptococci, are they primary or secondary invaders; can chronic strepto- 
coceus infections of the cervix or fallopian tubes act as foci of infection 
as those in the tonsils? The bacteriologie findings are to be correlated 
with the pathologie and clinical findings and the conclusions will be 
presented at a later date. 


SUMMARY 


1. Streptococci are frequent in chronic infections of the cervix (40 
per cent) and of the fallopian tubes (35 per cent). Streptococcus 
hemolyticus occurred in 14 per cent of the cultures of the fallopian tubes 
and 5 per cent of the cultures from the cervix, while Streptococcus 
viridans occurred in 21 per cent of the cultures of the fallopian tubes 
and 27.5 per cent of the cultures from the cervix. 

2. There appears to be no relation between the incidence of strepto- 
cocci in the cervix and that in the fallopian tubes. 

3. The morphologic and cultural characteristics of the streptococci 
isolated from the diseased cervix and fallopian tubes resemble those 
isolated from abscesses, peritonitis, and fatal streptococcus infections. 

4. The pathogenicity of the different strains of streptococci as deter- 
mined by rabbit inoculations is similar to the strains isolated from vari- 
ous streptococcus infections. No specificity for the fallopian tubes was 
demonstrated. 


An acknowledgment is made of the kindness of H. A. Singer, Pathologist, and 
— Kaplan, Bacteriologist of Cook County Hospital, for laboratory privileges and 
equipment, 
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INDICATIONS FOR, AND THE END-RESULTS OF, THE 
STURMDORF OPERATION* 


By W. A. Coventry, M.D., F.A.C.S., DULUTH, MINNESOTA 
(From the Duluth Ciinic) 


HIS report and opinions are based upon a series of seventy-five cases 
operated by me in which the Sturmdorf method of amputating the 
cervix was followed. 

There are certain definite indications in which operative procedures 
are necessary upon the cervix, and some certain definite conditions in 
which I believe operation is absolutely unnecessary. I shall attempt to 
enumerate these as they appeal to me: 

1. It must be understood that all cases of irritation about the cervix, in 
which there is a slight inerease in discharge, and in which there is some 
slight reddening or possibly slight proliferation of the epithelium onto 
the vaginal portion of the cervix, do not require such radical procedure 
as surgical intervention. I have found that practically all of these cases 
will respond very promptly to treatment, instituted along the line of 
cleaning out the discharge as well as possible by the use of some alkali, 
such as sodium bicarbonate or liquor potassium solution, and then paint- 
ing the surface with silver nitrate. Some of these cases may even go 
on to a more or less polypoid condition of the cervix and with these 
I have been able to obtain exceptionally satisfactory results by the use 
of an electric nasal cautery, using more or less lineal incision into the 
cervix over this eroded area. 

2. The second class of eases, in which I do not believe it is necessary 
to use such radical measures, is that in which there seems to be not 
much, if any, ulceration about the cervix but in which there is a profuse 
discharge. Very often this is tenacious. Sometimes, however, only a 
clear plug of mucus comes from the cervix, still very tenacious, with 
definite infection of cervical glands, without hypertrophy or hyper- 
plasia. This can be cured by nonoperative measures, by the use of 
alkaline swabs, douches, suction by Bier’s hyperemia, and applications 
to the cervix using a silver nitrate solution or 5 per cent mereurochrome 
solution. 


3. The next type of case that one encounters is that in which there has 
been a previous slight tear of the cervix, usually of the bilateral type, 
in which there is moderate ectropion present, i.e., turning out of the 
cervix, with some increase in discharge, and occasionally some slight 
erosion. All of these cases I have been able to treat and obtain most 
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satisfactory results by the use of a deep linear cautery incision, which 
‘auses some sloughing and then heals in with a clear sear, leaving a 
cervix which does not appear to be exactly normal in contour but which 
is free from discharge. 

4. Recent lacerations, where acute infection and inflammation of the 
perimetrium occur, are better treated medically for a considerable period 
before considering operation. 

5. I have seen Sturmdorf operations performed on young unmarried 
girls, where it was necessary to do an episiotomy as a preliminary step. 
I do not believe this is ever warranted and operation had better not be 
performed. 

6. We have never considered sterility a sufficient cause for operation. 

However, in my hands, I have found that the Sturmdorf operation is 
one which is indicated and best suited in cases of rather marked stellate 
laceration in which there is marked hypertrophy and sear formation in 
the cervix, many times the cervix being even larger than the uterus 
itself. 

The second type have been those in which there has been a marked 
bilateral tear, with marked turning out of the interior of the cervix into 
the vaginal vault, accompanied by much scirrhous thickening of the 
cervical tissue. 

The third class of cases in which a Sturmdorff, in my opinion, is indi- 
cated is that in which there are marked retention cysts in the cervix 
that have been. treated by aspiration, ete., without any results; also in 
which the cysts have been punctured, either by the knife or else by the 
actual cautery, and satisfactory results have not been obtained. These 
eases have been cured by the use of the Sturmdorf operation. 

The fourth class is that in which erosions are rather extensive, ex- 
tending well down onto both lips, in which the economie interest of the 
patient must be considered because the patient lives out of the city and 
it is impossible to carry on proper treatment. These cases, in my opinion, 
had better be operated, this giving the quickest and surest results. 

The fifth class of cases is that in which there is chronic infection which 
has persisted for years, the cervix being the focal point. However, this 
should have preliminary treatment, but usually the results from office 
treatment are not satisfactory and operation is finally indicated. 

The childbearing age incidence need have no bearing except as previ- 
ously noted. 

Where a salpingitis complicates the condition of the cervix, do not 
operate the cervix without doing the necessary procedure on the fallopian 
tubes at the same time. 

The sixth class of cases is that in which there is marked subinvolJution 
of the uterus, accompanied by a hypertrophy and hyperplasia of the 
cervix. In these cases, removal of the gland-bearing tissue gives very 
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excellent results, as it brings down the subinvolution of the uterus, at 
the same time freeing the perimetrium so that the uterus becomes more 
movable. 

In the beginning we attempted to follow Sturmdorf’s original method 
as outlined in his article appearing in Surgery, Gynecology and 
Obstetrics in 1916, until we found that there were several things upon 
which we thought we could improve. 

1. The use of silkworm-gut in the cervix. In the use of the silkworm- 
gut we had several difficulties : 

(a) The fact that many of the patients lived out of the city made 
it rather difficult at times to have them return for the proper re- 
moval of the stitches. 

(b) Oceasionally a stitch was missed at the time of removal, and this 
was very disagreeable because it was usually found by a doctor in a 
neighboring city. 


Fig. 1. 


This led to the use of chromic catgut stitches, using them double 
strength. Since using this stitch we have had no trouble whatsoever as 
far as the catgut giving away or nonhealing of the wound. All wounds 
have healed by primary intention, with very satisfactory results. The 
patients have a slight inerease in discharge until all the knots have 
sloughed away or have disintegrated and come away in the vaginal 
douches. 

2. The second thing we have found is that by the use of the bullet 
tenaculum forceps it is rather difficult at times to pull down the uterus 
and insert the stitches as easily as one would like; so the cross section 
instrument which is here illustrated was devised (Fig. 1), and since 
using this type of instrument the operation has been very much easier 
to do, the surfaces much more easily brought into view, and sutured 
more readily. 

3. The third lesson learned was that in regard to hemorrhages. There 
have been two eases in this series in which there was a postoperative 
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hemorrhage. In both eases hemorrhage was not severe, but at least 
caused some slight apprehension, making us think that we would have 
to reoperate. One of these occurred when silkworm-gut was used, and 
the other occurred with chromic catgut. The trouble probably came 
from the fact that one of the descending branches of the cervical artery 
was not observed at the time of operation, when it should have been 
ligated. 

4. The fourth complication that arose was the possibility of atresia 
of the cervix following operation. We have had two eases of this type, 
and both of them occurred in cases which were undoubtedly operated 
before the infected cervix had been properly treated preoperatively. 
Since then we have all cervices that are essentially infected or are acutely 
infected, taken care of by preoperative treatment with boroglycerid 
tampons, the application of silver, and hot douches, until the inflamma- 
tory reaction subsides; then operation seems to be perfectly safe. The 
question of applying a strip of sterile gauze to the interior of the cervix 
has not been found necessary at any time. 

5. Microseopie slides made from the removed cervical area show that 
the racemose glands extend only about two-thirds of the length of the 
cervical canal. Thus, one does not have to encroach upon the internal 
os as far as was at first supposed, this simplifying the operation and 
removing some danger of possible subsequent abortion. 


END-RESULTS 


For many years, I had used the Emmet operation or some modification 
of it, for repair of the cervix, but since using the method devised by 
Sturmdorf, I am frank to confess that the final results have been most 
satisfactory. 

Future Pregnancy.—Most of these cases that were operated upon were 
beyond the age of probable pregnancy. However, there were two cases 
which subsequently became pregnant and went into labor. They gave 
no trouble whatsoever, unless it was that the first stage was somewhat 
delayed, but in neither of these cases was there any further evidence of 
dysto¢ia nor any bad results after delivery. On final examination the 
uterus and cervix had contracted down to where they were before the 
patient became pregnant. 


In only one case has there been an abortion as a result of the cervical 
sear. This case, however, was not one of our own, but one that was 
observed following an operation by another surgeon, in which I feel very 
positive that too large an area of cervical tissue was removed. 

Discharge.—Two cases have not been satisfactory as far as the dis- 
charge is concerned, although all of the cervical tissue seems to have 
been removed. One of these cases later developed a salpingitis, making 
me think, in spite of the many theories that have been advanced about 
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infection from the uterus, that the discharge comes from the body of 
the uterus itself. The other case we are unable to explain. The discharge 
is about as profuse as before, in spite of all subsequent treatment that 
lias been given to this patient. 

Another feature that stands out prominently in my mind as an end- 
result of the Sturmdorf method is the enucleation and eradication of 
all the gland bearing area in the cervix, producing a state of affairs in 
which the possibility of carcinoma developing in the cervix uteri can be 
practically eliminated. 

With these few points on the indications for the operation to be per- 
formed, on some slight refinement in technie which appeals to us, and 
on the final end-results, we feel very well satisfied that the Sturmdorf 
method of operating upon cervices of the kind mentioned, is by far 
more satisfactory than other methods, both from the standpoint of the 
cure obtained and from the standpoint of subsequent pregnancies and 
labors. 


CLINICAL SIMILARITY BETWEEN ECLAMPTIC TOXEMLA 
AND ACUTE GLOMERULONEPHRITIS* 


Ropert D. Mussry, M.D., RocHESTER, MINNESOTA 
(From the Section on Obstetrics, Mayo Clinic) 


| eons has been called by Keith and Volhard to the similarity 
of the symptoms of trench or war nephritis to certain phases of the 
toxemia of the later months of pregnancy. The predominant pathologic 
lesion of war nephritis was deseribed by Dunn and MeNee, Keith and 
Thomson, MacLean and others as an acute glomerulonephritis. Aber- 
erombie in his ‘‘Observations on the Acute Phase of Five Hundred 
Cases of War Nephritis’’ describes the symptoms as follows: ‘‘The color 
is often good, and may be ruddy. The onset is gradual, with headache, 
swelling of the face and shortness of breath, although oceasionally there 
may be a rapid onset. Hypertension is almost invariably present, and 
albumin with either gross or macroscopic blood in the urine.’’ This is 
strikingly similar to Kosmak’s description of preeclamptie toxemia which 
is substantially as follows: headache, malaise, moderately high blood 
pressure and more or less edema of the extremities; in more severe cases, 
epigastric pain, persistent headaches and visual disturbances, There is a 
reduction in the amount of urine, which contains albumin, casts and 
sometimes red blood cells. 

A universally acceptable classification of the toxemias of late preg- 
nancy has not as yet been evolved. Williams divides them into the 
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nephritie and the eclamptic types: the former associated with both acute 
and chronic primary disease of the kidney; the latter, a separate entity 
whose only absolute feature is the presence at necropsy of the character- 
istic hepatic lesions, which are said to be found only in patients dying 
from eclampsia. They consist essentially of a periportal thrombosis of 
the lobule of the liver. He asserts that the differentiation may not be 
possible until several months after delivery, and rests on the question of 
restoration of renal function, and that the diagnosis of eclamptic or pre- 
eclamptic toxemia is usually assured if the blood pressure falls to normal 
and all trace of albumin disappears from the urine by the end of the 
second or third week after delivery; while the possibility of nephritic 
toxemia should be considered when the urine still contains albumin and 
casts at the end of one month. Edgar asserts that although hepatic 
lesions are almost invariably present, they may be microscopic, even in 
cases in which the kidney is practically destroyed by acute parenchymat- 
ous disease. 

For the purposes of this paper, the toxemias of the later months of 
pregnancy will be divided into three groups: (1) acute toxemias of the 
eclamptie type; (2) toxemias due to exacerbations of chronic nephritis; 
and (3) toxemias due to definite renal infection, (a) focal nephritis, and 
(b) pyelonephritis. The acute toxemias of the eclamptie type include 
cases without previous evidence of disease of the liver or kidney, in which 
a syndrome complex, similar to that described by Kosmak, develops. 
This group may be divided into two subgroups: (1) cases in which there 
is unquestionable pathologie evidence of disease of the liver and (2) those 
in which the symptoms of renal involvement may predominate. Vol- 
hard, v. Jaschke, and others, believe that parenchymatous disease of the 
kidneys arising during pregnancy is a definite entity. This study is con- 
cerned only with cases which may be classed with the acute toxemias. 

Before undertaking the discussion of the renal lesions in pregnancy, 
Volhard and Fahr’s classification of nephritis which is generally ac- 
cepted, merits review. This is briefly as follows: 


1. The nephroses, degenerative 
(a) Acute 
(b) Chronic 
(ec) Terminal 
2. The nephritides, inflammatory, involving mainly the glomeruli 
(a) Acute 
(b) Chronic 
(ce) Terminal 
3. Focal nephritis 
4. Arteriosclerotic kidney 


The characteristics of acute nephrosis as indicated by these authors 
are, essentially, normal blood pressure, well marked edema, a marked 
amount of albumin in the urine, lowered urine output, no nitrogen reten- 
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tion in the blood, and no eye-ground changes. In acute glomeruloneph- 
ritis, there are hypertension, edema, albumin and macroscopic blood, 
or microscopic red blood cells in the urine, and the urine output is low- 
ered; rarely is there any increase in blood urea, and eye-ground changes 
may be present. Histologically, in cases of acute glomerulonephritis, the 
glomeruli show proliferative and exudative changes in the capillaries 
and in Bowman’s capsules. There are also associated secondary tubular 
changes. 

McElroy asserts that the ‘‘kidney of pregnancy’’ is frequently a 
purely degenerative lesion of the tubular epithelium. Von Jaschke 
decides that lesions of the kidney occurring during pregnancy are due 
to nephrosis, that cases which have hypertension and red blood cells in 
the urine are atypical and that the term ‘‘glomerulonephrosis’’ may be 
applied to them. Schmitz quotes Hyneman as saying that the kidney 
of prégnancy is manifestly a degenerative process, while a true nephri- 
tis is of inflammatory origin. Baer states that the kidney of pregnancy 
seems to occupy a position between nephritis and nephrosis, and Vol- 
hard lists pregnancy as one of the causes of acute glomerulonephritis. 

Williams avers that the renal lesions which have been classified as 
nephroses by recent writers, while almost constantly present, are not, as 
a rule, sufficiently marked to be considered as the characteristic lesion 
of eclampsia. On the other hand, he and others have found character- 
istic hepatic lesions in all patients dying from eclampsia. 

Dieckmann and Krebs, using the Rosenthal liver function test in a 
small group of eases, report evidence of impairment of liver function in 
every case in which there had been sufficient clinical evidence to war- 
rant a diagnosis of preeclampsia or eclampsia. Whenever the patients 
have been relieved from symptoms by treatment or delivery, the test 
curves have fallen to normal limits. Recent work by Mann, Bollman 
and Magath has shown, however, that the functions of the liver have not 
been thoroughly analyzed. It is not possible to evaluate the phenoltetra- 
chlorphthalein test as a measure of any certain function, although the 
antitoxie or protective function, as described by Ferguson and Ferguson, 
may be one which is measured by the elimination of the dye. 

Acute yellow atrophy, a rare disease, which may occur in pregnant 
women, is accompanied by marked jaundice and weakness, and rapidly 
goes on to a fatal termination.” ** There is no hypertension. The renal 
lesions are slight, and not similar to those of the eclamptie state. Mann 
and Magath found that after removal of the liver in dogs, the blood 
pressure is practically normal while the animal is aetive. When the first 
symptom develops, the blood pressure decreases, but does not necessarily 
fall to a low level. 


A review is presented of eleven cases of eclamptic toxemia, which came 
under my personal observation and care, in ten of which the clinical 
picture simulated acute glomerulonephritis. (Table I.) 
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REPORT OF CASES 


CasE 1.—Mrs. M., aged twenty-seven years, developed nephrosis with her sec- 
ond pregnancy. She had gone through her first pregnancy without any untoward 
symptoms. She was under our observation for the last five months of her sec- 
ond pregnancy. Albumin appeared in the urine in the ninth month; this, with 
slight edema, and a hemoglobin of 60 per cent, comprised the only abnormal find- 
ings. The patient is now six months in her third pregnancy, and so far has had 
an entirely uneventful course. The urinary findings with the edema and the 
normal blood pressure are typical of nephrosis. 


CasE 2.—Mrs. J., aged twenty-five years, had some edema, and albumin in the 
urine at the fifth month of her first pregnancy; this cleared up under treatment, 
but reappeared ten days prior to her first examination by vs, at the thirty-fifth 
week of gestation. At this time her blood pressure was 168 systolic and 100 dias- 
tolic. Her eye-grounds were essentially normal. In the next six days, in spite 
of active treatment, all symptoms increased, and five days later her blood pressure 
was 182 systolic and 108 diastolic. Lobulated detachments of both retinae ap- 
peared. These became reattached, and her condition returned to normal. The 
patient is now in the last months of her second pregnancy; her blood pressure is 
normal; there is no albumin; the renal function is normal and only a few old 
pigment changes are visible in the eye-grounds. 

This patient had been examined at the Clinic several times prior to her first 


pregnancy, and no evidence of nephritis was ever found. 


CASE 3.—Mrs. Z., aged twenty-one years was first seen by us about the thirty- 
fourth week of her first pregnancy. There was nothing of note in the past his- 
tory except an abortion at three months of unknown cause, from which she con- 
valesced normally. One week before examination she had developed headache, 
blurred yision and progressive edema of the lower extremities, hands and face. 

On examination, the patient’s blood pressure was 176 systolic and 96 diastolic. 
She had edema, 3, and there was albumin 3 and casts 2 in the urine. The eye- 
grounds showed contraction of the arteries with edema, and detachment of the 
retina in the inferior nasal quadrant. Labor was induced, and the uterus was 
emptied the following day under sacral anesthesia. Two days postpartum, the eye 
picture was much more acute, with generalized edema, large lobulated detach- 
ments, and a barely discernible disc. From this date, however, improvement was 
progressively rapid. On the sixth day postpartum, the blood pressure was 118 
systolic and 82 diastolic, there was still albumin in the urine, and a few hyaline 
casts. On the seventeenth day postpartum, the eye-grounds were normal except 
for scattered pigmentary spots and slight perivasculitis. Subsequent examina- 
tions have shown complete recovery of the renal function, with no albumin, and 
normal blood pressure. 


CASE 4.—Mrs. M., aged twenty-three years, gave birth to her first child Novem- 
ber 11, 1923. She came to the Clinic early in pregnancy because of rather marked 
hyperemesis, from which she entirely recovered. She had had mitral insufficiency 
in June, 1921, but the urine and blood pressure were normal at that time. In the 
eighth month of pregnancy, her blood pressure read 140 systolic and 94 diastolic; 
the urine was normal. Early in the ninth month, the blood pressure had risen 
to 148 systolic and 104 diastolic, and urinalysis revealed albumin 2, but no casts. 

Jareful observation was maintained, and as the blood pressure continued to rise, 
the patient was hospitalized. The usual regime of treatment brought the pressure 
down, and lessened the edema. This, and the fact that her eye-ground showed 
nothing but a definite contraction of the arteries, led us to carry her along. De- 
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livery occurred twelve days later, forceps being used because of a protracted 
second stage. The patient went into ‘‘shock,’’ but after rallying from this, had 
a good convalescence. She had rather marked anemia, which no doubt contributed 
to her behavior during labor, as she did not lose much blood at the time. 

At examination, July 30, 1924, the blood pressure was 132 systolic, 90 diastolic, 
specific gravity 1019, and no albumin. 


Case 5.—Mrs. T., aged twenty-one years, had had scarlet fever at the age of 
two, and influenza at sixteen, but there was no history of nephritis. Her first 
pregnancy was uneventful until the middle of the eighth month. She had no pre- 
natal eare prior to this, first reporting to her family physician May 2, 1923, when 
she complained of blurred vision, and swelling of the extremities. He found her 
blood pressure to be 190 systolic, and albumin 4 in the urine. Advice was given 
her regarding diet and purgation, but she failed to follow it. 

On the following day the patient had a convulsion at noon, and another, one 
and one-half hours later. She was given 44 gr. morphine by hypodermic, and 
was brought to the hospital. Shortly after her arrival she had the third and last 
convulsion. There was subscleral edema of the cornea, hyperemia with a 
suggestion of edema of the nerve head, and subretinal edema and one small hemor- 
rhage above the dise of the right eye. At reexamination two months later, both 
fundi were negative, except for slight degeneration about the left macula. Under 
treatment, her condition improved somewhat, and then remained stationary. La- 
bor was induced May 9, 1923, and she was delivered of a viable babe on the 
following day. After this her condition rapidly improved, the blood pressure on 
the thirteenth day postpartum being 120 systolic and 80 diastolic, and the albumin 
in the urine was reduced to 2. On reexamination four months later, the patient’s 
blood pressure was 125 systolic and 80 diastolic.. Urinalysis revealed specific 
gravity 1013, acid reaction and albumin 1. 

It is of interest to note that the blood urea and creatinin dropped from 57 and 
2.5 to 16 and 1.4, respectively, the former reading being taken three days pre- 
partum, and the latter, one day postpartum. 


CASE 6.—Mrs. G., aged twenty years, was admitted to the hospital for her first 
pregnancy June 18, 1924. This patient was examined at the Clinic in 1923 for 
simple goiter. There was no evidence of nephritis at that time. The last men- 
strual period was late in September, 1923. The patient had no prenatal care, and 
one month before admission noticed headache, and gradual onset of edema, which 
increased to 3. One week before coming to the Clinic, she had a convulsion, and 
was given catharsis and morphine. In spite of this, she had two more convulsions. 

On admission, the blood pressure was 182 systolic, and 130 diastolic. There 
was albumin 2 in the urine, and edema 2 of the extremities. The arteries in the 
eye-grounds were much reduced in caliber; there was a small hemorrhage above 
the dise of the left eye, and the nasal retina in the right was edematous, a retin- 
itis of eclampsia. Two hundred cubic centimeters of blood were removed by 
venesection. Labor was induced by packing, and on the following day, June 19, 
the patient delivered. Eleven days later, the blood pressure was 130 systolic 
and 108 diastolic. There was still a faint trace of albumin in the urine. 

This patient has not returned for examination since her dismissal from the 


hospital, and the question of permanent renal damage or recovery cannot, there- 
fore, be determined. 


CASE 7.—Mrs. D. N., aged twenty-six years, was admitted to the hospital for 
her first pregnancy March 15, 1923. She had had repeated severe attacks of ton- 
sillitis until tonsillectomy, two years before. Labor was spontaneous two days 
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after admission. The blood pressure dropped rapidly to normal. The patient re- 
turned for examination nine months later, at which time no residual renal impair- 
ment was evident. 


Case 8.—Mrs. S., aged twenty-six years, came to the Clinic July 13, 1922, in 
the middle of the eighth month of her first pregnancy. She had had pneumonia 
and pleurisy in 1906, and occasional attacks of tonsillitis. During the last few 
years, she had been subject to swelling of the feet, when standing or walking much. 

Examination revealed a blood pressure of 196 systolic and 140 diastolic, edema 
3 of the legs, vulva and lumbar region, edema 1 of the face, albumin 4 in the 
urine, and marked mitral insufficiency. 

Examination of the eyes revealed slightly irregular fundi, contraction in caliber 
of a few of the retinal arteries (spasm?) and dilatation of others. A few days 
later, several small retinal hemorrhages were noted. The patient improved 
slightly at first, but beginning fourteen days after admission, had almost complete 
anuria for three days. She went into labor spontaneously on the seventeenth day, 
and thereafter improved steadily until her blood pressure and renal function be- 
came normal, The retinal hemorrhages disappeared two weeks postpartum, except 
for a trace of one. 

A year later she went through an uneventful pregnancy and confinement with- 
out any evidence of nephritis and with no untoward symptoms. 


CASE 9.—Mrs. G. N., aged twenty-six years, came to the Clinic on October 31, 
1923, for her first pregnancy. She had had an appendectomy for subacute appen- 
dicitis, and ligation of both superior thyroid arteries for hyperthyroidism at the 
Clinic in 1913. At that time, her blood pressure was 130 systolic and 80 diastolic, 
and there was a faint trace of albumin in the urine. There had been no prenatal 
are during the pregnancy, although a physician had examined the urine several 
times for albumin without finding any until a week prior to admission. The pa- 
tient had noticed headache, and swelling of limbs during the last ten days. 

There was no evidence of nephritis in the fundi, there being only slight tor- 
tuosity of certain arteries and slowing of the stream. 

After admission to the hospital, the amniotic sac ruptured spontaneously, and 
the patient went into active labor and was delivered of a dead, slightly macerated 
fetus on November fifth. On the tenth day postpartum, her blood pressure was 
130 systolic and 90 diastolic, and there was albumin 2 in the urine. There is still 
a trace of albumin, and her blood pressure ranges from 124 systolic and 84 dias- 
tolic to 136 systolic and 90 diastolic. She is now about six and one-half months 
pregnant. 


CASE 10.—Mrs. J. N., aged thirty-four years, came to the Clinic in the third 
month of her first pregnancy. In 1918, she had had an appendectomy at the 
Clinic. At that time her. blood pressure was 138 systolic and 82 diastolic, the 
urine and other findings being normal. 

Examination revealed blood pressure of 140 systolic and 80 diastolic, and normal 
urine. As the patient was leaving the vicinity for the remainder of her preg- 
nancy but expected to return for confinement, she was given advice concerning 
prenatal care, and instructions to consult a physician regularly. She returned dur- 
ing the thirty-eighth week, complaining of edema which had developed about ten 
days before, and was rapidly increasing. At this time her blood pressure was 180 
systolic and 100 diastolic, and urinalysis revealed albumin 3, casts 1, red blood 
cells 1, edema 1. Examination of the eyes revealed slight reduction of the fundi, 
irregularity in the caliber of the retinal arteries, exaggeration of reflexes, and 
mild arteriovenous compression. No edema, hemorrhages or exudates were seen, 
but one small area of old:choroiditis was found. The patient improved, and de- 
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livered two weeks after admission, following which her blood pressure dropped to 
normal, 120 systolic and 80 diastolic, on the twelfth day, and the albumin was 
reduced to a trace. 

The slight hypertension in this case, early in pregnancy, brings up the ques- 
tion of a preexisting chronic nephritis. This can be ruled out, however, by the 
normal blood urea at the height of the illness, and the rapid return to normal. 

CASE 11.—Mrs. M., aged twenty-four years, came to the Clinic March 2, 1924, 
in the seventh month of her first pregnancy. She had been examined previously 
for neuritis, at which time the blood pressure had been normal, and only a faint 
trace of albumin had been found in the urine. She had had no prenatal care and 
came under our care following a convulsion. She had noticed swelling of her feet 


for two weeks and three days prior to the convulsion, and complained that she 
had smelled and tasted smoke. 

In spite of treatment, the patient had two more convulsions, following which 
300 ¢.c. of blood were withdrawn by phlebotomy. Two days later the uterus 
was emptied, following which she improved and on the eleventh day postpartum, 


her blood pressure was 120 systolic and 80 diastolic, and there was albumin 2 in 


the urine. Shortly following this, she was dismissed from our care, but reports 
have been received that she has developed chronic nephritis. 

The normal blood urea, normal kidney functional test and normal ocular fundi 
would rule out a preexisting chronic nephritis. 


DISCUSSION 


Case 1, which is classified as a nephrosis, is sharply differentiated from 
the other cases by the absence of hypertension and the mildness of symp- 
toms. As a group, the remainder had a lessened urine output, the lowest 
amount usually corresponding to the height of the illness. An increase 
in urine output generally accompanied improvement, especially the rapid 
recovery following delivery. Four of the patients had edema of the 
retina, resulting in its marked detachment in two instances. All but 
three of the ten patients had evidence of some change in the ocular 
fundus. All had marked hypertension. Most of the patients who are 
reported to have had no evidence of chronic nephritis following recovery, 
on return for reexamination were given water and concentration tests 
following Volhard’s method, as well as the routine blood pressure, urine, 
blood urea and phenolsulphonephthalein tests. 

Granting the existence of hepatie lesions in patients who die from 
eclampsia, the question may be raised as to their relation to the produc- 
tion of the characteristic picture of eclamptie toxemia. On the other 
hand, this characteristic clinical picture is almost identical to that of 
acute glomerulonephritis in the nonpregnant individual, that is, hyper- 
tension, edema, retinal changes, lessened urinary output, albumin in the 
urine, and often red blood cells, which, however, are not always found. 


According to McElroy and v. Jaschke, hypertension does not oceur in 
nephroses, yet Litzenberg, de Snoo, Mussey and Randall, and Adair have 
found that hypertension is practically always present in eases of pre- 
eclamptie toxemia, is usually one of the first signs, and is probably the 
most constant clinical sign of the onset of the toxemia. McElroy says 
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that in acute glomerulonephritis the highest pressure corresponds to the 
height of the disease, as indicated by the urinary findings. This, in turn, 
is true of the hypertension of the toxemia of pregnancy. 

Volhard considers as incorrect the usual conception that acute 
glomerulonephritis is incurable. As long as the causative agent has not 
set up irreparable damage in the glomeruli, the parenchymatous de- 
generation is capable of restoration if the glomerular circulation is 
speedily restored. Volhard has a plausible theory that the ischemia of 
the capillary tufts and loops is a functional condition, an angiospastic 
anemia. This, he says, is borne out by clinical experience in that the 
disease cures itself after a restoration of the glomerular circulation and 
leaves no trace in the vessels, the prognosis resting on the duration of 
the anemia rather than on the severity of the nephritis, for secondary 
and severe organic changes may occur in the vessels following a long 
duration of the anemia. Relief of the pressure by decapsulation removes 
the anemia of the tufts, and a rapid restoration to normal occurs. 

Volhard’s theory fits in well with'the findings of Hinselmann with the 
capillary tonometer. He believes that the renal changes found in preg- 
naney are due to a spasm of blood vessels of the glomeruli. In eases of 
hypertension in the toxemia of pregnancy, he was able to demonstrate 
a distinet spasm in segments of the capillary wall with resulting dilata- 
tion of other portions of the tube, an intermittent spasm causing a com- 
plete stagnation 65 per cent of the time. Following delivery, this dis- 
appeared and coincidentally the blood pressure began to fall. Von 
Leyden pointed out that one of the characteristics of the true nephrop- 
athies of pregnancy is the rapid disappearance of all symptoms follow- 
ing the emptying of the uterus by natural or artificial means, 

The edema of preeclamptie toxemia is probably produced by the same 
factors as the edema of any renal disease. It is beyond the seope of this 
paper to decide whether it be due to any injury of the capillary endo- 
thelium resulting in increased permeability and escape of fluids, as main- 
tained by Volhard and Zangemeister; to increased affinity of tissue col- 
loids for water, owing to the accumulation of acids in the tissue, as 
Fischer believes; or to failure of the kidney to exerete salt and water, 
Widal’s conception. The nervous and convulsive symptoms are, in turn, 
probably the result of edema of the central nervous system. 

The details of treatment will not be discussed, here. Kosmak has in- 
dicated that the same general lines of treatment should be followed for 
the toxemias of the later months of pregnancy, whatever the cause. The 
treatment of our cases has been along the general lines of elimination, 
low protein, low salt diet, sedatives and venesection, as indicated, and in 
a few instances, induction of labor. In recent cases, the use of caleium 
or ammonium chloride, for diuretic purposes, as suggested by Keith, has 
been followed by markedly increased urinary output, lessened edema, loss 
of weight, lowered blood pressure and general improvement. 
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SUMMARY 


The symptom complex of ‘‘ preeclamptic toxemia’’ is often identical, in 
clinical symptoms and renal function, with that of acute glomeruloneph- 
ritis. The outstanding features in this study are the comparatively 
rapid onset of symptoms which obtained in most of the eases, the hyper- 
tension and its rapid fall to normal, usually coincident with the increased 
urinary output, the disappearance of the edema, and amelioration of 
symptoms. The comparative absence of nitrogen retention in the blood, 
and the apparently complete recovery of most of these patients is also 
similar to those patients with acute glomerulonephritis. In some eases 
of toxemia, there is no question that the symptoms of nephrosis pre- 
dominate. 


As this study lacks histologic data, comment is made only on the 
similarity between the clinical picture and renal function of the two 
groups. The subdivision of parenchymatous nephritis into glomerulo- 
nephritis and nephrosis has been made so recently that the question may 
be raised of the need of additional studies of the histology of the kidneys 
in similar eases which come to necropsy. 

Although characteristic hepatie lesions have been found in practically 
all patients dying from eclamptie toxemia, there is no definite evidence 
that these lesions are the cause of the symptom complex. 
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THE RELATION OF POSTOPERATIVE PERITONITIS TO 
PERIODIC EPIDEMICS OF INFECTION* 


By R. R. Huaeins, M.D., PirtspurGH, PA. 
(Gynecologist, St. Francis Hospital; Director, Elizabeth Steele Magee Hospital.) 


HE subject of postoperative peritonitis is one that will always en- 

gage the most important consideration. That it so seldom occurs does 
not relieve the surgeon of the constant feeling of responsibility in regard 
to technic. The great success of abdominal surgery and the wonderful 
confidence that has been aequired by the people in its powers of relief 
and cure has been made possible only by the development of the prin- 
ciples of cleanliness in the operating room. We have arrived at a place 
when, if peritonitis follows an operation where under ordinary cireum- 
stances it should not occur, we at once question every step of the pro- 
cedure. There is always the question of some break in the chain in so far 
as operating room technic is concerned. There is also the question of a 
leak from an intestinal suture or the failure to close an undiscovered tear 
in the intestinal wall. The freeing of a streptococcus in the separation of 
adhesion of fallopian tubes caused by this form of infection is always 
possible. 

Our experience leads to the belief that other conditions, not entirely 
local and not due to carelessness on the part of the operating staff, may 
occasionally account for deaths from peritonitis. The reasons for this 
conclusion have grown out of a noticeable increase in our mortality from 
this cause during the period extending from 1917-18 to 1924 as compared 
to a similar period previous to that time. The mortality in our work 
from postoperative peritonitis previous to 1917-18 had been 2 per cent. 
Since that time it has doubled and has been 4 per cent. 

In a study of our records previous to the last five or six years it is not 
difficult to account for most of the cases of peritonitis, as they were due 
to causes that were apparent either at operation or autopsy. Since that 
time there have been a number which could not be explained either 
before or after death. They have occurred in several instances when 

*Read at the Thirty-seventh Annual Meeting of the American Association of 
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least expected and where the most careful analysis did not reveal any 
excuse for the catastrophe. During the severe epidemics of influenza in 
the years 1918 and 1919, several patients were seen who had been referred 
for operation on account of some intraabdominal condition, which had 
been diagnosed as peritonitis, secondary to appendicitis or salpingitis. 
These cases presented an unusual picture in so far as the abdominal 
symptoms were concerned. There was pain and tenderness with disten- 
tion, but positive signs of localization were absent. The temperature was 
unusually high, the leucocyte count usually low, and the general appear- 
anee, especially the purple or blue color of the skin and mucous mem- 
branes strongly suggested influenza. They all recovered with the ex- 
ception of one woman who died in forty-eight hours of what seemed 
like a typical ease of influenza with peritonitis. Unfortunately no 
autopsy could be obtained. None of these cases were operated upon. 

In Mareh, April and May of 1917, three deaths occurred which seemed 
entirely unnecessary. Previous experience could in no way account for 
them, as after each one a careful survey did not reveal any reason for 
such a complication, so far as sterilization or operative technie were 
concerned. In two of them, however, we found a history of a recent at- 
tack of influenza. <A brief summary of these eases is given in order to 
emphasize the simplicity of operation and to indicate the unusual re- 
sult. 

Case 1—S. J. History No. 2242, March 13, 1917; age twenty-three years. 

Operation.—Laparotomy, appendectomy, suspension of uterus. 

The appendix was removed and the round ligaments shortened after the method 
of Gilliam. (During the course of the procedure, a small cyst of the right ovary 
about the size of a hickory nut ruptured. A clear fluid escaped.) Patient gave 
a history of two attacks of influenza previous to operation. After operation, al- 
most immediately signs of peritonitis developed and she died on the third day 
from a rapid spreading peritonitis of streptococcic origin. 

Autopsy showed general peritonitis and retroperitoneal cellulitis in the broad 


ligaments, a condition similar to that seen in puerperal infection. 


CasE 2.—Mrs. J. H. History No. 2295, April 9, 1917; age thirty-seven years. 

Operation.—Amputation of cervix, perineorrhaphy, laparotomy, double salpingec- 
tomy, appendectomy. 

Patient gave a history of previous attacks of sore throat. One attack of 
influenza ten years previous to operation. Has had bronchitis over a period of 
years and has suffered from acute pains in the chest muscles at intervals. They 
are described as sharp, shooting pains and are present in the lower thorax on 
both sides. There is shortness of breath on slight exertion. 

No difficulties were encountered during the operation and there was no reason 
that the patient under ordinary circumstances should not make an uneventful 
convalescence. Patient almost immediately after the operation showed evidences 
of beginning peritonitis, having an unusual amount of pain and distention, rapid 
pulse, ete. 

She died on the fourth day from a streptococcie peritonitis. 

After a careful study of the histories of these patients and the experience 
during the following year, when we had much influenza, we reached the con- 
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clusion that it is unsafe to operate upon anyone who had had a recent attack of 
influenza, unless the operation was imperative. This decision when finally reached, 
has been strictly adhered to. 

With the feeling that all infections eventually die out and that an attack of 
influenza should not debar operation for all time, it was again undertaken in a 
patient who gave absolutely no contraindication except the history of influenza 
two years before in 1918. A brief summary of this case should be of interest. 


Case 3.—Mrs. G. W. History No. 2049, January 25, 1920; age nineteen years. 

Operation.—Curettage. Suspension of uterus, excision of cyst of the right 
ovary, appendectomy. 

Patient gave a history of influenza in 1918. The principal complaint was 
pain in the right lower quadrant of the abdomen, and backache. Laparotomy 
revealed the presence of considerable free fluid in the pelvis. The uterus was re- 
troverted. The adnexa were normal except for a corpus luteum cyst at the upper 
pole of the right ovary, which was the size of a hickory nut. This was removed 
without rupturing by excision and the wound closed with catgut. The uterus 
was suspended by the modified Gilliam method. The appendix was removed in 
the usual way. The incision was closed without drainage. 

On the evening of the second day following operation, there was marked 
increase in the pulse rate with vomiting and pain in the abdomen. Patient was 
also in a state of collapse, and the mucous membranes were pale. The symptoms 
indicated the beginning of a streptococcie peritonitis. Patient’s condition grew 
worse rapidly and she died the following day. The fluid from the peritoneal 
cavity showed the presence of streptococcus. This death recalls the presence of 
fluid in the peritoneal cavity at the time of operation and the observation made 
then of the great probability of previous infection in the peritoneal cavity. 

The report of two patients, who gave a history which would suggest the be- 
ginning of an infection in the gall bladder as a result, or at least coincident with, 
the attack of influenza are also of interest: 


CasE 4.—Mrs. M. H. History No. 21-322, September 8, 1921; age fifty-one years. 

Operation.—Cauterization of cervix, excision of polypus from cervix, hyster- 
ectomy, appendectomy, cholecystectomy. 

A study of the patient’s history reveals pains in the extremities and several 
attacks of neuritis; presence of swelling about the knee joints. History of in- 
fluenza: during the attack patient had extreme nausea and vomiting. The history 
suggests a close relationship between the attacks of influenza and cholecystitis. 

Patient died on the fourth day following operation from peritonitis, strepto- 
coccic in origin without apparent cause in so far as technic was concerned. 


Case 5.—Mrs. J. 8. History No. 22-129, January 7, 1922; age forty-five years. 

Operation.—Appendectomy, cholecystectomy, separation of adhesions, drainage. 

Previous history of influenza. The omentum was adherent and there were 
a number of enlarged glands along the common duct. The adhesions were divided 
and the gall bladder removed in the usual way. The operation was followed by 
peritonitis. Patient died on the fourth day. Autopsy was not permitted. The 
symptoms were those characteristic of a streptococcie peritonitis. 

Case 6.—Mrs. E. G. History No. 23-336, September 30, 1923; age thirty-seven 
years. 

Operation.—Bilateral salpingectomy, appendectomy, excision of Bartholin gland, 
removal of cyst of right breast. 

This patient had a chronic infection of both tubes with adhesions. History 
had been that of recurring attacks of pain gradually increasing in severity. There 
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had been no recent attack accompanied by elevation of temperature. Patient on 
admission gave a history of having had a cold in May. She was a strong healthy 
woman and little apprehension was felt as to her ability to withstand an ordinary 
salpingectomy. 

The patient’s convalescence was uneventful until the third day when symptoms 
of peritonitis developed and the patient grew rapidly worse, a true picture of 
rapidly spreading streptocoecie infection was presented, rising temperature, rapid 
pulse and cold hands. She died on the seventh day following operation. 

This patient was a very healthy woman in so far as her appearance and history 
were concerned; she made every effort to make it appear that she had always 
been in good health, and except for pain in the lower abdomen, she had no com- 
plaints. She was considered a good operative risk. After operation careful 
inquiry from her family showed that she had been quite sick from an attack 
of influenza three months previous to operation, but the patient had insisted 
that it was nothing but a cold. 


These experiences have led to the belief that there has been some rela- 
tionship between this postoperative complication and the influenza epi- 
demics that have occurred during the last six years. Unfortunately, the 
bacteriologie findings are in no way helpful, so far as any direct evidence 
is concerned. In all of the cases of peritonitis reported the streptococcus 
has been the offending organism. It would seem that much doubt still 
exists as to what relationship there may be in the action of certain bac- 
teria. Whether the bacillus of influenza lowers resistance and prepares 
the way for an easy assault by the more virulent strains of the strepto- 
coccus or whether it has a more direct relationship is an interesting 
problem. 

The persistent symptoms from foeal infections streptocoecie in origin, 
which have their inception in an attack of influenza, would seem to so 
indicate. Not infrequently a patient gives a history of aching and sore- 
ness in the joints and muscles, which have persisted over a long period 
of time, where the source of infection lies in the tonsils, and where the 
patient never had any such symptoms previous to influenza. When 
cultures are taken from an enclosed abscess in such a tonsil, it is the 
streptococcus that is found. 

We believe that the same thing is sometimes true in infection of the 
gall bladder, and we have grown to be fearful in the removal of a gall 
bladder where the onset of symptoms followed an attack of influenza. 
My associate, Dr. Cashman, has reported two fatalities in such eases, 
where a simple, uncomplicated cholecystectomy was done. The peri- 
tonitis which promptly followed was invariably due to the streptococcus. 
Infections of various kinds are not infrequently observed in wounds far 
removed from the primary focus. The occasional phlebitis which may 
be located either in the veins of the leg or broad ligament are doubtless 
in many instances secondary to these distant foci. May it not be true 
that bacteria lurk constantly in the lymph spaces or possibly in the blood 
stream itself ? 
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If influenza is a factor in the predisposition to peritonitis, it must be 
due either to a most persistent effect in lessening the normal resisting 
powers to other forms of infection, or that in some way it stimulates 
activity and virulence. The effect, in a clinical way, of the bacillus in- 
fluenza, is certainly not unlike that of the Streptococcus viridans. 

Another interesting feature in our study is that 80 per cent of all 
deaths from peritonitis occurred in the months from January to April, 
the season when infections of all kinds are most prevalent. There is 
little doubt that wounds heal more kindly and that danger from all 
infections is less when the sun shines best. 

If these observations are based upon right conclusions, then added 
responsibility is placed upon the surgeon who does elective work in the 
abdomen. In addition to the assurance that all of the ordinary foci of 
infection such as exist in distant organs, as above mentioned, have been 
considered, he will be called upon to use extra care in the study of the 
history of his patient in regard to previous infections, such as influenza. 

It would seem logical that clinical data of this character should serve 
as a foundation and stimulant to the work of the bacteriologist until these 
imporant questions are settled. 


WESTINGHOUSE BUILDING. (For discussion, see p. 868.) 


A SEMICIRCULAR MATTRESS SUTURE OF THE VAGINA 
IMMEDIATELY FOLLOWING LABOR* 


By RANDALL S. TinueEs, M.D., St. Louis, Mo. 


|‘ practically every delivery at term the pelvic floor of primiparas and 
many of those of multiparas, is damaged to some extent. The only 
patients who may escape this injury are those who give birth to babies 
with very compressible heads or those who possess an excess of elastic 
tissue in the fibrous sheaths of the pelvie floor. Even when the tear is 
repaired immediately after labor, it is a common experience to find upon 
examination at a later date, a more or less relaxed pelvie floor with a 
gaping outlet, a small incipient rectocele or a sagging anterior vaginal 
wall conducive to a eystocele. The sequellae to pelvie floor relaxation 
are too well known to need discussion. I have tried, in the past, a num- 
ber of different operative procedures to restore the damaged pelvic floor 
and have met with only varying degrees of success and many disappoint- 
ments, until I began to use the method to be described. 

This communication deals not so much with the general method of re- 
pair of tears involving the perineum and vagina but with the insertion 
of supportive sutures for the support of an overstretched vagina, either 
in multiparas or primiparas even when no tear has occurred. 


*Read at a regular meeting of St. Louis Gynecologic Society, January 9, 1925. 
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I wish to emphasize here that the levator ani muscle arises from above 
and laterally and in these regions it is well protected against injury. As 
it descends around the vagina and rectum, its point of attachment is 
not to bone as most commonly occurs but to the muscles of the opposite 
side. It is protected and reenforeced to a great degree by the various 
layers of pelvic fascia. This posterior portion undergoes marked changes 
during labor, being pushed downward and backward and subjected to 


Fig. 1.—Transverse section of lower portion of vagina, showing the tissues into 
which the stitch is inserted. Note how it surrounds the lateral and posterior walls 
of the vagina. 


great stretching, and converted into a thin-walled tubular structure. 
The most marked change consists in the stretching of the fibers of the 
levators and thinning of the central portion of the perineum which be- 
comes transformed from a wedge shaped mass five centimeters thick to 
a thin almost transparent structure two to four millimeters in thickness 
which is pushed down about 2.5 centimeters from its original position. 
When the perineum is distended to the utmost, the anus becomes 
markedly dilated and presents an opening two to two and one-half centi- 
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meters in diameter through which the anterior wall of the rectum or 
rather the rectovaginal septum is seen to bulge. With the advance of 
the presenting part stretching and pushing these muscles before it, there 
undoubtedly occur many separations of the muscle fibers as well as 


AR 


Fig. 2.—Shows the insertion of the stitch as described in the text. Inserted before 
the vaginal and perineal tear is repaired. 

tears in the fibers of its facial covering. This injury to the muscle and 

fascia often occurs without any evident laceration in the overlying 

mucous membrane. When tears of the vaginal mucous membrane occur, 

it is the common practice at the present time, to repair this defect by 
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\ 
_Fig. 3.—Shows the stitch inserted but not tied, as it is applied either before or 
after the tear is repaired, or how it would appear in a multiparous vagina with no 
tear. 
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uniting its torn margins with interrupted or continuous sutures. In the 
process of healing, the torn edges become united by a process of cicatriza- 
tion; yet nothing is done to favor the repair of the submucous injuries 
whether to muscle or fascia. This leaves the lower end of the vagina 
relaxed and overstretched, and in spite of a high, well repaired perineum 


Fig. 4.—Shows the completed effect of the tied stitch. A, The longitudinal folds 
into which the vagina is thrown after tying B, The lifting effect of the vagina and 
perineum. C, The small vaginal outlet. 
the tone of the supporting muscle and fascia of the lower portion of the 
vagina is absent. 

It is then evident that injuries to the lower vagina and perineum 
may be of three distinet types. 

1. A laceration through the mucosa involving both muscle and fascia. 
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2. An injury not involving the mucosa, but effecting only the sub- 
mucous fascia and muscles. 

3. A combination of both, where a laceration of the mucosa, muscle 
and fascia is associated with submucous injuries in the adjacent and out- 
lying tissues. 

Muscle when torn, has the power of immediate retraction but not so 
with fascia. Fascia once torn, with its parallel fibers separated does not 
possess this quality and if not immediately repaired remains as a loose 
flaccid tissue sheath. 

Repair of the laceration if such is accomplished, means the uniting 
of the fibers of the levator ani, if the tear is high; and also those of the 
constrictor vagina and transversus perinei, and we delude ourselves 
into the satisfactory feeling of having made an effective and nice look- 
ing correction of the lesion. Yet this repair is made merely in the line 
of tear. The outlying fascia of the lateral vaginal walls and the posterior 
vaginal septum remains overstretched with fibers torn or separated. 
This will in time, under the influence of increased abdominal pressure 
at defecation, on coughing, sneezing and lifting begin to pouch, and upon 
examination later, four to eight weeks’ postpartum, a marked rectocele 
is beginning to appear in the lower vagina, just beyond the point of 
repair of the previously lacerated perineum. Inspection may show a 
well preserved vaginal outlet. Palpation from the vagina reveals a high 
muscular perineum, that is high from anus to fourehette. Digital 
examination of the rectum will reveal above the internal sphincter a 
thin relaxed overstretched rectovaginal septum, which is already an 
early or incipient rectocele. Upon separation of the labia, a definite 
protrusion of the septum is visible and very often the same condition 
is observed in the anterior vaginal wall in which the bladder is finding 
its way into the vagina and toward the vaginal outlet. In the deserip- 
tion of the method of repair which I present this condition can be over- 
come to a great extent. The intention is to so pucker and draw together 
the lower vaginal tube, especially its posterior and lateral walls, and by 
this means bring into closer proximity the fibers of the overstretched 
fascia and muscle, and by relief of strain, induce them to reach a stage 
of involution and repair just as is accomplished in splinting a fracture 
or sprain of an injured extremity. The evolution of the insertion of the 
stitch to be deseribed, is rather interesting. At first three or four inter- 
rupted sutures were used, inserted one below the other, beginning in the 
left lateral wall, crossing the posterior wall, and up the right lateral wall. 
After drawing these sutures together and tying, it was found that the 
yagina was so narrowed that if tied before the delivery of the placenta, 
it was impossible for it to be expelled through the vaginal canal. It was 
further found that when the suture was so inserted, that there was an 
exposed strand of catgut extending across the vagina from side to side 
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which, on account of moisture, strain, and its exposed position, was very 
quickly absorbed, giving a result that was not particularly satisfactory. 
To overcome this difficulty the suture was inserted as above, but instead 
of carrying a strand of exposed catgut across the vagina, the needle was 
reinserted along the right lateral wall at a lower level and carried back 
to the left lateral wall, ending about one inch below the point of starting. 
This corrected the difficulty and resulted in practically a mattress suture 
encircling the lower half of the vaginal tube. At this time two such 
sutures were inserted which resulted in four transverse strands of catgut 
across the lower third of the vagina. Within a short time it was found 
that one suture composed of its two arms was sufficient if properly in- 
serted. This practice has been continued now for the past nine or ten 
months and has been found surprisingly satisfactory. The suture as 
now used is inserted as follows: A small curved, noneutting needle is 
used, which earries a No. 2, 20-day chromic catgut suture and is inserted 
before the delivery of the placenta. The outlet whether torn or not is 
retracted by two small towel clips inserted at the hymenal ring, one on 
each side, about the level of the right and left sulei of the vagina. A 
tampon is inserted to protect the field from blood. With slight retrac- 
tion on the left towel clip, the left lateral wall of the vagina is ex- 
posed. The first suture is inserted about two inches above the hymenal 
ring, well out and high upon the left lateral wall of the vagina, pene- 
trating deep enough to catch the lateral fascia and underlying muscle of 
the anterior portion of the levator ani. The next bite is inserted at the 
same distance from the vaginal outlet, in the left lateral posterior portion 
of the vagina which practically encircles the left lateral suleus. The 
third bite is carried across the posterior surface of the vagina in the 
middle line, where care must be taken to catch the fascia but not to 
penetrate the underlying rectum. The suture is then carried. in a similar 
manner upward through the right lateral posterior wall, then through 
the right lateral wall and emerges at a point opposite that of its inser- 
tion. This gives the first superior transverse arm of the suture. From 
this point the suture is inserted downward at a right angle through the 
right lateral wall, the point of the needle emerging just above the 
hymenal ring on the right side. The suture is then carried in reverse 
manner across the lower end of the vagina, the successive bites including 
respectively the right lateral wall, the right lateral posterior wall, the 
middle portion of the vagina, into the left lateral posterior wall and then 
upward in the left lateral wall, ending at the same level laterally as the 
beginning of the suture. The ends are left long and placed in a clamp. 
If a tear has occurred, the usual manner of repair of the lower vagina 
and perineum is completed. The above stitch in no manner has been 
relied upon to act as a repair as ordinarily carried out. The placenta 
is now delivered and the semicircular stitch as it is called, is pulled to- 
gether, each strand being pulled firmly but gently and tied. If prop- 
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erly inserted the lower portion of the vagina is so puckered and en- 
folded and lifted to a higher position, that the vagina and outlet just 
comfortably admit two fingers. 

The results of this procedure as observed over the period of the last 
few months have been most gratifying and astounding in their perma- 
nency. No sagging of the outlet has been observed. A well marked 
transverse band in the lower portion of the vagina is present, resembling 
in its effect the normal nulliparous outlet, and with a finger inserted 
into the rectum the rectovaginal septum gives the impression of being 
thicker, if possible, than before the birth of the child. The resultant 
effect is that the overstretched or separated fibers of the lower unsup- 
ported vagina are caught and lifted upward and held to the well sup- 
ported and protected tissues of the lateral walls. This support allows 
the healing process to take place with the tissues in practically their 
normal relationship and in my opinion accounts for the effects obtained. 

The most surprising result, and in a way unexplainable, has been ob- 
served where the stitch was inserted in multiparous vaginas, with a 
marked relaxation and a wide gapping outlet, where no tear had oc- 
eurred. Upon examination six to eight weeks later, the vagina was 
definitely smaller at a higher level with no gaping and with a markedly 
smaller outlet, and it is in these cases that our most gratifying results 
have been observed. 


1206-1212 MIssourRI BUILDING. 


CONCERNING THE TECHNIC OF THE CLASSICAL CESAREAN 
SECTION 
By J. Stuart LAWRANCE, M.D., PHILADELPHIA, Pa. 
(From the Obstetrical Department, St. Mary’s Hospital.) 


N considering the numerous methods of performing the classical 

cesarean operation and the present astoundingly enlarged field of 
its application the danger of distant sequelae that are not often 
thought of when operating, must be reckoned with, including distur- 
banees due to adhesions and rupture of the uterus in subsequent 
spontaneous labors. 

The technic here described was devised for the purpose and in the 
hope of avoiding these sequelae. It was thought, if a technic could 
be developed which would decrease the length of incisions, perfect 
the union of the incised museulature of the uterus, and eliminate or 
diminish adhesions, then with correct selection of cases and changes 
in postoperative handling these dangers might be mitigated. 

Experiments in technic were made in 1919 using that then em- 


ployed by William E. Parke as a starting point. Parke and others 
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then employed the high-low incision and a three tier closure of the 
uterus, approximating the uterine reflexion of the peritoneum by 
means of an exposed mattress suture. After a variety of experiments 
throughout 1919, the technic here reported was devised and has been 
employed continuously since then, whenever the classical cesarean 
operation was performed, except when a hysterectomy was required. 
lt differs from that employed by Parke then and also I think from all 
present methods in that there has been adopted: 

1. Various mechanical and technical means to: (a) aecentuate the 
high-low principle; (b) shorten all incisions. 

2. A method of closing the uterus and all serous surfaces without 
any exposed sutures or knots. 

3. A principle of selection of cases, that while not strictly tech- 
nical is yet a means of insuring better healing. The principle of selee- 
ticn is that which I advocated in 1915,’ viz., (a) absence of repeated 
vaginal examinations; (b) absence of one vaginal examination unless 
the technic of the examiner is known to me to be satisfactory. In 
my own service, rectal examinations are required, vaginals prohibited, 
unless the first assistant performs them; (¢) unruptured oer recently 
ruptured membranes; (d) absence of any operative effort to effect de- 
livery. 

4. Changes in postoperative handling involving: (a) combatting 
acidosis, routinely and immediately; (b) combatting anemia, when 
present, by transfusion, preferably of uncitrated blood; (¢) early 
feeding; (d) bed for twenty-one days to avoid disturbance in involu- 
tion. 

PERSONAL TECHNIC 

The patient being in the Trendelenburg position, the technie is as follows: 

1. The Abdominal Incision. 

Skin.—Midline, three-fourths above, one-fourth below the umbilicus, passing 
the latter to the side in an obtuse angle. Distance between the upper and 
lower points of the incision, connected by a straight line, about 8 em.; 
length of each leg of the angle about 3 cm. 

Fascia.—In the same manner as the skin, after which the umbilicus re- 
tracts spontaneously, and the incision becomes almost a straight line, 
adding 4 to 5 em. to its length. 

Recti—Separated by dissection. 

Peritoneum.—Opened in the usual manner for not more than 10 em. Tho 
abdomen is walled off with gauze, the uterus oriented to the incision 
and held firmly through the abdominal wall. Retractor in lower end. of 
incision. 

2. The Uterine Incision—The upper limit of the incision in the uterus is located 
at a point that corresponds to the midpoint in the incision of the parietal peri- 


toneum. It is carried down not more than 10 em. 
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8. Extraction of the Infant—The operator extracts it as far as the buttock, 
when the feet wrapped in a hot pad are taken by the first assistant and held 
perpendicularly, while the operator delivers one shoulder and then the other as in 
version, and then the head by the Prague method, because the incision is too short 
to allow of the easy extraction of the child. In the meantime the cord is clamped 
and cut by the first and second assistants. The placenta is removed manually and 
any remnants of the membranes with gauze. 


4. Closwre of the Uterus.—The uterus being delivered and resting on warm pads 
and clean towels, the incision is closed in three tiers as follows: 


First tier—Unites the deepest part of the incision, throughout its length, 
embracing one-half of the depth of the incision, excluding decidua. Inter- 
rupted sutures, six to seven in number, of No. 4, forty-day chromic catgut. 
The first, middle and last sutures are not cut at this time for they serve 
as tractors. 

Second tier.—Unites the remaining or upper half of the depth of the in- 
cision, throughout its length, excluding the peritoneum. A continuous suture 
of the No. 4, forty-day chromic catgut is employed. Each bite of the 
needle enters the musculature just below the subserous margin and leaves 
that side just below the level of the knots of the underlying layer of 
sutures, reversing this course on the other side. When this tier is com- 
pleted, the incision in the musculature of the uterus is closed, and the peri- 
toneal covering lies almost in apposition except in the midportion. 

Third tier—Unites the peritoneum covering the uterus in such a manner 
that suture and knots are invisible. A subserous continuous suture is em- 
ployed, as in a subeuticular method, of No. 1 plain catgut. The first stitch 
sweeps in a rather large circle underneath the peritoneum at one end of the 
incision, entering at one incised edge and emerging from the other. When 
drawn taut and tied, the knot will retract under the peritoneum. This 
stitch is made with a curved needle, which is now replaced by a straight 
skin needle. The procedure is as in a subcuticular, the second and third 
stitches embracing small bites; thereafter the bites may be of the usual 
length until one reaches a point about one inch from the other end of the 
incision, when the small bites should be resumed. When one approaches 
the last bite, the curved needle should be resumed, and should describe a 
large circle beneath the intact peritoneum, the suture now being doubled. 
When this is drawn taut and tied, the knot will be retracted under the 
peritoneum as the puckers in the latter smooth themselves out when the ten- 
sion is relaxed. Thus the entire peritoneal surface is closed without ex- 
posed knots or sutures. 


5. Closure of the Abdominal Incision——The parietal peritoneum is closed by 
a Lembert suture in which No. 1 plain catgut is employed, leaving no exposed 
sutures or knots. The fascia is closed by the Noble method. The skin incision, 


which is extremely short, is closed by a subcuticular of No. 1 plain catgut and 
is reinforced by two or three stay sutures of silkworm-gut. 


ADVANTAGES OF THIS TECHNIC 


1. Lessens the tendency to the formation of adhesions. This advantage is due 
to: 


(a) The short abdominal incision and its position. 


(b) The short uterine incision and its position relative to the abdominal in- 
cision. 
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ANALYSIS OF CESAREANS PERFORMED FROM 1921-1924 


METHOD DESCRIBED HERE 


ACCORDING TO THE 
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a | & 
3) DO a 
| #3 & | 
Performed for 19 7 2 } Z \~ 30 
Emergency cases 9 6 1 1 17 
Clinic cases 10 1 1 1 13 
Deaths 
Total 1 0 1 | 1 3 
Emergency 1 0 1 0 2 
Clinie 0 0 v | 1 1 
Causes of death: 
Gonorrheal peritonitis 1 a 0 0 1 
Condition masked on admission 
Hepatitis 0 0 1 0 1 
Chronic nephritis 0 0 0 1 1 
Lived 
Total 18 7 1 1 27 
Emergency 8 6 0 1 15 
Clinic | 10 1 1 Uv 2 
Less than 8 1 1 0 10 
72 hrs. 
Morbidity 
T. 99° P. 90 } 72 hrs. or more 5 0 1 2 8 
Thrice in suc- 
cession in 1921 4 in 5 1 in 3 none 1 in 1 
in 1924 0in6| O in 2 1 in 2 none 
Regular 14 6 1 1 22 
Symph. by 21 17 4 1 0 99 
Involution days 
Complete in 6 7 7 1 1 16 
| weeks. 
After 6 mos. 0 0 0 0 0 
Adhesions 
! 0 
Dunat After 2 yrs. 1 0 0 1 
After 3 yrs. 0 0 0 0 0 
Safe subsequent ) 
Labor without > 3 4 0 0 7 
Cesarean, known f 
Subsequent Record Unknown 15 3 0 1 19 
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Factors (a) and (b) insure that forty-eight hours after operation, the 
fundus of the uterus will be at the level and often below the level of 
the lower margin of the abdominal incision, for the lower margin of the 
abdominal incision is never more than two finger breadths below the um- 
bilieus and usually less. This situation of itself will decrease the tendency 
for adhesions to form between the incisions. 

(ce) The method of closing the incision in the uterus especially that in the 
serous coat. This tends to prevent adhesion formation between this in- 
cised surface and the abdominal wall, and between it and the omentum 
or intestines as there are no exposed sutures or knots. 

(d) The method of closing the parietal peritoneum. This acts as does factor 


(ec). 


2. Rapid Involuton, due to: 


(a) Absence of massive adhesions and decrease in formation of any adhe- 
sions. 

(b) Short incision in uterus lessening the area of round-cell infiltration, 
reactions due to trauma, sutures in situ, and other phenomena of healing. 

(ec) Selection of cases, all clean, none even suspicious. This is considered 
an important condition for the employment of this technic or indeed 
for the employment of any of the modifications of the classical cesarean, 
because infection of the uterus, whether frank or potential, exhaustion 
due to long labor, or anemia, shock and collapse will inhibit wound heal- 
ing resulting in subinvolution even if they do not cause more immediately 
serious trouble. 


3. Decreased tendency to shock, collapse and peritonitis. This advantage is due 
to: 


(a) Decrease in exposure of the abdomen. 
(b) Short incisions. 

(ec) Smooth, serous surfaces. 

(d) Selection. 


DISADVANTAGES OF THE TECHNIC 


1. Length of operating time is increased. Time consumed 45 to 60 minutes. 
2. High abdominal incision makes it dfficult to undertake through it, any other 


operation in the pelvis or lower abdomen; for instance, a hysterectomy. 


The short incision in the uterus makes it difficult to extract the baby unless 
the procedure advocated is employed, and increases the time required to 
extract the baby. 
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ETHYLENE-OXYGEN IN OBSTETRICS 


By E. L. Kina, M.D., New Or.EaNs, La. 
(Assistant Professor of Clinical Obstetrics, College of Medicine, Tulane 
University of Lowsiana.) 


———— is gaining rapidly in favor as an anesthetie and bids 
fair to supplant nitrous oxide in many fields of surgery. It 
possesses practically all the advantages of the latter, including almost 
complete freedom from toxicity, ease and rapidity of induction, quick 
recovery with a minimum of nausea, ete. It is superior to nitrous 
oxide in that it affords a much greater degree of relaxation, and fur- 
thermore it can be employed with a higher percentage of oxygen, so 
that the cyanosis so often seen with nitrous oxide-oxygen anesthesia 
is absent when using ethylene. The only unfavorable feature is the 
inflammability of the latter gas when mixed with oxygen, and the 
consequent possibility of explosions, several of which have been 
reported. By observing the precautions set forth by Luckhart,? this 
source of worry can be eliminated. The odor of the gas is a trifle 
unpleasant, but I have not heard the patients complain of it. 

Possessing as it does these various advantages, it can be seen that 
the range of applicability of ethylene is greater than that of nitrous 
oxide, and hence it can be employed in surgery in cases in which the 
latter is generally considered unsuitable. Many surgeons who found 
abdominal work difficult or impossible under nitrous oxide-oxygen an- 
esthesia are doing this type of work very satisfactorily under the 
ethylene-oxygen mixture, even though the relaxation is not so thor- 
ough as with ether. Naturally, this agent has also been employed in 
obstetrics, but only a few reports of the results in this field have been 
published, so that a brief review of a small series of cases in which it 
has been administered may be of interest. 

I have employed ethylene-oxygen in a series of normal deliveries 
and have found that the analgesia is much more satisfactory than that 
obtained in delivery under nitrous oxide-oxygen, and hence that the 
cases progress more smoothly. Furthermore, I have observed that 
the analgesia obtained from the use of ethylene-oxygen is superior 
to that obtained when employing ether, as it is more quickly estab- 
lished and is more easily maintained at the proper level. My experi- 
ence is that a satisfactory obstetric stage of analgesia is hard to 
obtain and to maintain with ether. The patient usually receives either 
too little anesthetic, with practically no relief from her suffering, or 
too much, with a resultant slowing of the labor. This prolongation of 
labor may also occur under ethylene-oxygen, especially toward the 
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end of the second stage, and care may be necessary in order to avoid 
it. I have not noted, either in normal or in operative cases, any undue 
tendency to postpartum hemorrhage; one patient bled rather pro- 
fusely, but not to an alarming extent. Some of our local colleagues, 
however, feel that there is more relaxation of the uterus than they 
would wish, with freer bleeding than is normal. It is probable that 
such oceurrences are merely coincidences. 


The anesthetic may be begun as soon as the pains begin to be severe 
and the cervix shows some dilatation. It can be administered for 
several hours without apparent deleterious effects upon mother or 
child. In one of the normal cases of this series, the gas was given 
over a period of four hours, using the intermittent mcthod to be 
described, which, of course, is the method employed in administering 
any inhalation anesthetic to a normal obstetric case. The mask is ap- 
plied as soon as the contractions begin and the patient is instructed 
to take three deep inhalations and then to hold her breath; in the 
second stage, she is instructed to bear down, and as a rule she obeys 
readily. At the beginning of the administration, a mixture of 80 to 
90 per cent ethylene with 20 to 10 per cent oxygen is used; later, the 
percentage of ethylene is decreased to 50 to 70 per cent. In one of 
my cases satisfactory analgesia was obtained with a mixture of 40 
per cent ethylene with 60 per cent oxygen. The patient is carried 
along on a mixture as weak as is consistent with satisfactory results 
until the latter part of the second stage is reached, when it is gener- 
ally necessary to increase the percentage of ethylene. The patient 
experiences great relief from the pains, and rests quietly between them, 
but does not lose consciousness except during the stage of expulsion, 
if the administration is properly performed. The addition of ether 
is not necessary during the expulsion of the presenting part, nor is it 
needed during the repair of lacerations or of episiotomy wounds. The 
needed relaxation can be obtained quickly by deepening the anes- 
thesia through an increase of the ethylene percentage. 


In the field of operative obstetrics, my experience with ethylene has 
been limited to a few cases of low forceps, the insertion of bags on 
two occasions, and two abdominal cesarean sections. In one low for- 
ceps case it was necessary to add a little ether; all the other operations 
were performed with ethylene-oxygen alone. One bag was introduced 
because of deficient dilatation of a cicatricial cervix in a multipara, 
the other was used to induce labor in an eclamptie. The two cesarean 
sections were performed in the obstetric service of Dr. C. Jeff Miller 
at the Charity Hospital. One case was operated upon by Dr. A. H. 
Gladden, Jr., the patient being a primipara with a badly decompen- 
sated heart lesion; the other operation was performed by Dr. Miller 
in a case of contracted pelvis after the test of labor had proved in- 
effectual. Relaxation was satisfactory in both instances; the first 
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operation was of the classical type, the second was a low section ac- 
cording to the Beck Method. Both babies breathed promptly, more 
readily than is the rule in cesarean section under ether. This may 
have been simply a matter of coincidence in these cases, however. 


As in the case of nitrous oxide, best results are obtained when the 
anesthetic is administered by a professional anesthetist, as was done 
in the cases here reported. If the anesthetist is not familiar with 
ethylene and with the apparatus, ether is much to be preferred. Need- 
less to state, great care must be exercised in order to avoid an ex- 
plosion, even going to the extent, if necessary, of employing a specially 
constructed apparatus. It is possible that a court might deal harshly 
with the physician in case of suit resulting from such an occurrence, 
as the inflammability of the ethylene-oxygen mixture is a matter of 
common knowledge among the members of the medical profession. 
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CHRONIC INFECTIONS IN PREGNANCY* 


By W. A. Fow er, M.D., F.A.C.S., OKLAHOMA CiTy, OKLA. 


(From the Department of Obstetrics of the University of Oklahoma, School of 
Medicine.) 


N the study of the subject of chronic infections in obstetrics made 

in this paper, the records of 600 private cases with complete gen- 
eral histories and physical examinations have been reviewed and an- 
alyzed with regard to the incidence of such infections as revealed by 
examination and how these affect and are affected by pregnancy. The 
mouth and throat were examined by a good light and the chest bared 
for examination in every case. The kidneys were examined by ham- 
mer-pereussion and palpation, and every two weeks, a microscopic 
and chemical examination of the urine was made. 


PERIDENTAL, TONSILLAR, AND SINUS INFECTIONS 


These infections seem to be the most important from the standpoint 
of their effects upon pregnancy. Under the double burden imposed 
upon the liver and kidneys by bacteria and their toxins from focal 
infections and pregnancy, it is not difficult to understand why we more 
often witness their functional breakdown as manifested by the tox- 
emias of early and late pregnancy. The etiologic relationship of these 
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infections to the toxemias of pregnancy has been noted by La Vake, 
Mosher,” Talbot,* myself,* and others. The well-established fact that 
from such infections bacteria will from time to time invade the ma- 
ternal blood stream will explain the greater danger among these pa- 
tients of placental infection, detachment, and hemorrhage; bacterial 
invasion of the fetal blood stream; and puerperal infection. 

The examination for infected tonsils included routine inquiry as 
to previous attacks of tonsillitis, or of articular or muscular pain, and 
notation as to redness and swelling of tonsils, exudates, ragged- 
ness, adhesions, redness of pillars, pus expressible, and enlargement of 
adjacent lymphatie glands. Infected tonsils were diagnosed in 166, 
or 27%4 per cent, of the 600 cases. There were associated peridental 
infection in 39 cases; pyelitis in 24 cases, peridental infection and 
pyelitis in 12 cases and sinusitis in 2 eases. Van Valzah*® found the 
incidence of infected tonsils among more than 5000 students examined 
at the University of Minnesota to be 42 per cent. 

Examination for peridental infection included routine inquiry for 
a history of soreness of teeth and notation of discolored teeth, fillings, 
crowns, bridge attachments, pegs, redness and swelling of gums, re- 
cession of gums, pus exuding or expressible, sinuses, and enlargement 
of lymphatie glands. 

Since approximately 80 per cent of dead teeth show apical abscesses*® 
and 70 per cent of all treated teeth are septic,’ x-ray examination of 
all treated teeth areas in addition to, but not as a substitute for, the 
examination indicated would undoubtedly reveal many cases of peri- 
dental infection otherwise not diagnosed. 

There were 140 cases, or 2314 per cent, diagnosed peridental infee- 
tion. Of these 39 eases were associated with infected tonsils, 18 with 
pyelitis, 2 with sinusitis, 2 with sinusitis and infected tonsils, and 12 
with infected tonsils and pyelitis. 

Moorehead® found the incidence of chronic mouth lesions in 700 
cases to range from 69 per cent to 80 per cent according to age period. 

Recently my search for sinus infections has ineluded routine inquiry 
as to chronic nasal discharge, pain in sinus regions worse of mornings 
and on bending over, and eye symptoms not relieved by proper glasses ; 
pressure over sinus regions for tenderness; and _ transillumination. 
Previously there was practically no search for sinus infection except 
of patients volunteering the history of such infection. Only seven of 
my 600 eases have a diagnosis of sinus infection. This probably does 
not represent even approximately the number actually present. 

A diagnosis of infected tonsils, peridental infection, and sinusitis 
either alone or combined was made in 256, or 42% per cent, of my 
eases. For convenience we will designate them as focal infections, 
the term in this paper not applying to infections elsewhere. A study 
was made of the cases of toxemia of pregnancy and of premature 
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termination of pregnancy as to their association or not with these 
focal infections. 

Of the 600 cases there were 16 cases of excessive vomiting of preg- 
nancy. Twelve, or 75 per cent, of these were associated with focal 
infection. The remaining four were apparently all cases of reflex 
vomiting—one associated with retroversion of the uterus, one with a 
septate uterus, one with hydramnios, and one with chronie appendiec- 
itis and cholecystitis. There were 29 cases of toxemia of late preg- 
naney every one of which was associated with demonstrable focal 
infection. 

There were 30 eases of threatened premature termination of preg- 
nancy, 24, or 80 per cent, of which were associated with focal infee- 
tion. Of the six other cases, one had the record of a dead tooth and 
one a record of ‘‘tonsils red, anterior pillars injected.’’ There was 
one ease with a septate uterus and one with retroversion of the 
uterus. 

Of actual premature terminations there were 14 cases of which 10, 
or 71 per cent, were associated with focal infection. Of the remaining 
four, two were luetie and one associated with old deep lacerations of 
the cervix and perineum. 

In other words among the cases of focal infection constituting 42% 
per cent of these 600 cases, were found 75 per cent of the cases of 
excessive vomiting, all of the cases of late toxemia, and 80 per cent of 
the threatened and 71 per cent of the actual premature terminations of 
pregnancy. 

PYELITIS 


Like tuberculosis, pyelitis is frequently a mild, chronic disease with 
a tendency toward exacerbations. It is too often undiagnosed except 
in its severe form and even then mistakes are not infrequent. So 
often is it mistaken for appendicitis that some one has listed the 
McBurney sear among the physical signs of pyelitis. 

Pregnaney predisposes to the development of pyelitis and to the 
exacerbation of a pyelitis already present. Abundant reason can be 
seen for this clinical fact when we recall that pressure on the ureters 
by the gravid uterus produces a degree of hydronephrosis; the stag- 
nant urine affords a good culture medium for bacteria and tiny breaks 
in the overstretched mucosa afford the points of lowered resistance to 
further bacterial invasion; pressure against the intestines. particu- 
larly at the pelvic brim increases intestinal stasis and the amount of 
toxins and bacteria from that source; toxins due to the pregnancy 
per se add to the kidney irritation. These things, especially in eases 
of existing infection and damaged kidney pelvis are likely to result 
in further permanent damage and, in some eases, in pyonephrosis 
which may necessitate nephrectomy or cause the death of the patient. 
The only finding which is constant in some cases is tenderness on 
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hammer-percussion over the kidney region and on pressure in the costo- 
vertebral angle on the affected side. Frequent urination, with pus and 
bacteria, aching in the lumbar region, marked increase in white blood 
corpuscles in the urine with clumping at times and bacteria are condi- 
tions that come and go. Severe pain in the kidney region, high fever, 
chills, sweats, and much pus in the urine are found only in the more 
severe cases which are comparatively rare. If these symptoms are not 
relieved by drainage such as is afforded by a ureteral catheter passed 
beyond the ureteral obstruction at the brim of the pelvis, pyoneph- 
rosis should be suspected and nephrectomy considered. 

Opitz® gives the frequency of pyelitis in pregnancy as 7 per cent. 
In my opinion a careful search for the early symptoms and signs in 
every case of pregnancy will reveal a much higher percentage. 

Among my eases, pyelitis was diagnosed in 84, or 14 per cent. 


TUBERCULOSIS 


Fortunately our conception of tuberculosis has been considerably 
clarified in recent years. We know that tubercular infection is prac- 
tically universal. It is so curable that most cases get well without 
any treatment, the individual not even being aware of the existence 
of the infection. A rather high percentage of cases will have a mild, 
low-grade infection continuing for months or years. In this state the 
condition may be diagnosed only by a careful history and physical 
examination. With a proper hygienic routine these cases will get well. 
Undiagnosed and untreated, many eases, as a result of circumstances 
which draw too heavily upon the patient’s reserve, will develop ad- 
vaneed tuberculosis with a fatal termination. 

Effect of Pregnancy upon Tuberculosis—Unless the nausea and 
vomiting becomes troublesome, which is rarely the case in properly 
supervised pregnancy, there is little cause for any unfavorable effect 
during the course of pregnancy if the patient takes the required 
amount of rest, fresh air, and proper food. The shock of prolonged 
pain and dread of pain and of trauma; the prolonged physical exer- 
tion; the loss of blood incident to labor and the puerperium, and 
finally, the prolonged drain upon the constitution incident to lactation 
and the anxiety and loss of sleep in caring for the baby represent a 
draught upon the reserve of the patient that too often means her un- 
doing. There is a reason for the old saying, not literally true, that 
‘‘eonfinement is likely to run into consumption.’’ The frequency of 
the history of the beginning of symptoms during the puerperium has 
been noted by different writers. Most of these cases are evidently 
mild chronie cases which flare up into pronounced activity at this 
time. Writers generally agree that the tuberculous process is made 
worse in a high percentage of both latent and active cases, the per- 
centage of exacerbation being given at from 35 per cent to 75 per 
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cent of cases. I believe this percentage is overestimated. It is per- 
haps not too high in the cases of tuberculosis with fever, rales and 
progressive loss of weight but is certainly much higher than should 
be expected in carefully supervised cases, particularly if we include 
those cases less acutely ill. Trussenbrock,’® studying this question as 
presented in the population of Amsterdam and other Dutch cities, 
stated that the mortality from tuberculosis was increased during the 
first half of pregnancy and diminished during the last half, the two 
being practically balanced; that the mortality during the year follow- 
ing pregnancy is equal to that of the general mortality in adult 
women; and that among married women the mortality seemed to be 
reduced. Likewise Cornet’s™ statistics of mortality from pulmonary 
tuberculosis in Prussia showed that while the mortality under 20 was 
1.76 males against 1.98 females per thousand, after 20 the proportion 
was practically reversed, being 3.46 males and 2.91 females per 
thousand. 


Effect of Tuberculosis upon the Child.—Infection of the child in 
utero is so rare as to be of negligible importance. The great danger of 
infection in the child is after birth. Children are much more sus- 
ceptible to infection than adults. Practically all children of mothers 
with open tuberculosis are infected unless strict measures are taken 
to prevent it. The mortality among these children is said to be from 
50 per cent to 60 per cent due largely to artificial feeding and to 
neglect on account of disability or death of the mother. 


As to the frequency of active pulmonary tuberculosis, there is a 
wide variation in opinion. Autopsies show that between the ages of 
20 and 40 the incidence of active lesions is from 50 per cent to 75 
per cent according to age.’? Dickinson’ says that one adult in six 
has active tuberculosis. Bacon‘ states that from 1 per cent to 14% 
per cent of women who become pregnant have pulmonary tuberculosis 
which can be diagnosed if careful examination is made. The dis- 
crepancy evidently depends upon whether or not is included that 
large number of people with active lesions who are usually not con- 
sidered ill but who present very definite evidence of a chronic low- 
grade pulmonary tuberculosis if we but look carefully for that evi- 
dence. The patient who tires easily; is underweight; with tempera- 
ture variable but below normal; rapid pulse; low blood pressure; 
dilated pupils; pale mucous membranes; prominent sternomastoid; 
and signs of fibrosis in the lungs even in the absence of fever, cough, 
progressive loss of weight, and rales should be considered probably 
tuberculous. There has been nothing more gratifying than the almost 
unfailing permanent improvement in the general health of these sub- 
normal patients following the institution of rest with plenty of food 
and fresh air. 
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Ninety-six, or 16 per cent, of my cases were diagnosed probably 
pulmonary tuberculosis although in only 18, or 3 per cent, were rales 
present. One patient in this series had a therapeutic abortion and the 
operation was performed in two cases not in this series on account of 
incomplete records. One patient developed pyonephrosis requiring 
nephrectomy at the seventh month. She died of tuberculosis within 
three months after the premature labor which followed the nephree- 
tomy. All cases seen and treated antepartum, except this one showed 
no exacerbation and, almost without exception, were permanently 
improved in health. 

SYPHILIS 


Of 705 fetal deaths in 10,000 deliveries at Johns Hopkins Hospital, 
Williams’® reported that 26 per cent were due to syphilis. Various 
authors give the frequency of syphilis in pregnancy at from 3 per cent 
to 16 per cent. The clinical evidence of syphilis, is unreliable and the 
Wassermann reaction is the test by which the diagnosis must gener- 
ally be made. 

Routine Wassermann was made in 265 of my cases, with 3 positives. 
Of these three, one was a premature labor. The baby was apparently 
normal otherwise, but was referred for pediatric care. The other two 
appeared normal but were likewise referred to a pediatrician. Three 
other cases presented clinical evidence of syphilis with negative Was- 
sermanns. All had been under the care of syphilologists by whom the 
“ases were referred to me. One had a premature stillbirth due to 
placental apoplexy; the others gave birth to apparently healthy babies. 

Sixty-nine cases, or 11.5 per cent, had a diagnosis of cervicitis. 
Specular examination was not made as a routine but only in cases 
complaining of leucorrhea or sacral or lower abdominal pain. Cho- 
lecystitis was diagnosed in 28 cases and appendicitis in 20 cases. 

Talbot has suggested that chronic infections may be a eause of 
fetal malformations and of hemorrhagic condition of the newborn. 
Among my cases there have been only one ease of hemorrhagic con- 
dition of the newborn and three cases of fetal malformations. In the 
sase of hemorrhagic condition of the newborn the mother had a peri- 
dental abscess. In a case of malformation of the lungs revealed at 
autopsy the mother had peridental and tonsillar infection. In a case 
of cleft-palate and harelip the mother had pyorrhea and pyelitis. The 
mother of an anencephalic monster also had pyorrhea and pyelitis. 
All four of these mothers had negative Wassermanns and no clinical 
evidence of syphilis. 
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OBSERVATIONS ON THE RUBIN TEST* 


By Tuomas R. MorGan, M.D., PHILADELPHIA, Pa. 
(From the Department of Gynecology, Jefferson Medical College Hospital.) 


INTRODUCTORY 


URING a period of approximately three years which have elapsed 

since we began the study of fallopian tubes by the Rubin method 
in the Gynecological Department of the Jefferson Hospital, about 350 
cases have been examined. While we realize that this is a compara- 
tively small number as contrasted with the experience of many others, 
certain observations as to apparatus, technic and findings seem well 
worth noting. 

There can no longer be any question as to the practicability of the 
Rubin test; that it is reasonably safe is demonstrated through the 
mass of statistics which has accumulated. 

Since we regard the apparatus used as an important factor, if one 
is to avoid fallacious interpretation of results, a moment will be de- 
voted to its deseription. 


APPARATUS 


Essentially it is the same as that originally described by Rubin and 
manufactured by E. Machlett and Company, of New York. 

We early recognized the cumbersome nature and the nonportable 
feature of such an apparatus, so a syringe fitted with an air filter was 
designed by Dr. Heineberg, using the ordinary Tycos manometer with 
a stabilizing small rubber bag. Results with this, although useful, 
‘ame to be regarded as not exactly accurate since neither rate of flow 
nor pressure could be perfectly regulated and we have come to regard 
these two features as most important if one is to avoid fallacies in his 
interpretations. 

Since the presence or absence of the pneumoperitoneal pain reflex 
is so valuable a check of findings, the attempt is made to produce a 


*Read at a meeting of the Obstetrical Society of Philadelphia, November 6, 1924. 
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mild one in each case. The matter of gas selection is, therefore, of 
importance; the absorption of oxygen is slow probably about two 
hours; air on account of its nitrogen content is apt to produce some 
rather prolonged pain. With carbon dioxide gas one can say to the 
patient that any discomfort will disappear in a matter of fifteen to 
twenty minutes. No patient has complained of more than transient 
discomfort and has been inclined to disregard it when reassured con- 
cerning its cause. 


TECHNIC 


Our reducing valve set at 4.5 lbs. will register a maximum of 200 
mm. on the manometer; this is tested out prior to each case. The rate 
of flow is so adjusted that a pressure of 100 mm. will accumulate in 
20 seconds; this is extremely important, errors in the technic here 
undoubtedly being accountable for many of the relatively high pres- 
sure findings in normal patulous tubes. It is evident that if gas is 
forced into the uterus at a higher rate than it can be passed by the 
tubes, the pressure must rise in the manometer even though the tubes 
are patulous, and we may easily consider such tubes as occluded or 
classify them as showing unilateral occlusion or as being pathologic 
though patent. 


Practically all our eases have been done in the hospital, surrounded 
with all the preparation (except for anesthetic) accorded a dilatation 
and curettage, the lithotomy position, a Graves’ bivalve speculum to 
expose the cervix whose anterior lip is grasped crosswise with a double 
tenaculum, and the external os and canal then painted with 3.5 per 
eent iodine. 


It is our custom to always precede the insertion of the cannula with 
the uterine sound, this to determine exactly the direction of the 
uterine canal and slightly dilate it. Two failures can be attributed to 
nonobservance of this detail. 


The release valve is kept open until the cannula with its rubber tip 
is made to fit tightly into the cervical canal. The screw release valve 
is then closed and the manometer will begin to register pressure. 


We have noted that some 60 ¢.c. of gas are used to raise the pres- 
sure to 200 mm. in eases of isthmial occlusion; some of.this is un- 
doubtedly taken up by compression of gas and distention of the rub- 
ber tubing. As to the size of the uterine cavity, various estimates 
have been made from 10 m. by Cary to 15 ¢.c. in a postmortem uterus 
examined by Rubin and 10 to 20 ¢.c. shown by Peterson on x-ray. 
These two latter observations were made on the relaxed uterus. We 
believe that this condition of relaxation so often noted during curet- 
tage exists with the uterine cannula in place and that the capacity of 
the uterus varies during the course of a Rubin test to as high as 20 
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c.c. at least and that some fluctuations of pressure are directly the 
result of the condition of the uterine muscle. 

Large abdominal tumors may be considered a contraindication but 
we have used transuterine pneumoperitoneum as an aid to x-ray in 
the diagnosis of splenic, renal and retroperitoneal tumors with no un- 
favorable results. 


UNFAVORABLE RESULTS 


No unfavorable results of serious consequence have been noted. 
One of the early cases, before fluoroscopic examination was considered 
unnecessary and when larger quantities of gas were used, suffered 
rather severe shock. This was a thin, asthenic woman with advanced 
myocarditis. 

Sellheim cites a case of air embolism, and suggests that an oiled 
catheter be used. 

Possibilities of the interruption of pregnancy are real although Peter- 
son and Cron report two eases of women six to eight weeks’ pregnant, 
on whom, as a result of mistaken diagnosis, the Rubin test was ear- 
ried out. In neither of them was pregnancy interrupted and both 
went on to normal full term delivery. Undoubtedly there have been 
similar cases, credit for the termination of whose sterility has been 
attributed to the Rubin test itself. 

Two cases of pneumosalpinx have been brought to our attention, one 
operated immediately upon discovery of the mass, and the other produc- 
ing pain but subsiding in the course of a short time. It is our custom 
now to carefully examine each ease after the test. 

As to inflammatory reaction, this has practically been absent. The 
precautions in inflammatory cases have already been mentioned. 


INTERPRETATION OF RESULTS 


In the interpretation of results it is obvious that there can be but 
two main premises; either gas does or does not pass through the tubes. 
But experience, particularly that associated with operative findings, 
has taught us that gas may not pass in cases where no tubal pathology 
exists and conversely that gas may pass in cases where the tubes can 
certainly be regarded as functionally occluded. 

It is further obvious that upon difference in technic, for example, 
type of apparatus used and rate of gas flow, will come other variations 
of interpretation. 

Some observation on particular types of cases must be introduced 
at this point in order to show their influence upon Rubin findings. 

For instance, a series of retrodisplacements was studied and an 
attempt made to differentiate those complicated by tubal inflamma- 
tion. Some that we regarded as simple retrodisplacements, which 
with the Rubin test showed evidence of definite, partial or complete 
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occlusion, went to operation, which did not reveal any evidence of 
tubal pathology on inspection and by Curtis’ method were found 
patulous. This led us to adopt another procedure; those uncompli- 
eated backward displacements which showed Rubin evidences of any 
occlusion were treated by replacement of the uterus and a pessary. 
After an interval, another Rubin test was done. Of sixteen eases so 
handled, thirteen were positive (that is, gas passed) on reexamination, 
one on the second reexamination and two are still occluded. We, 
therefore, believe that either the congestion or kinking of the tubes 
incident to retrodisplacement ean lead to tubal occlusion and sterility. 

A small series of pathologie anteflexions were studied. All these 
showed slightly higher manometer readings than we have come to 
regard as normal; this we concluded to be the result of tubal mal- 
development. 

One case with uterus in normal position and no tubal pathology 
palpable showed definite occlusion on test; at operation the uterus 
was found to show endometrial hypertrophy but no tubal pathology. 
We, therefore, feel that this well illustrates the erroneous conclusions 
which might be reached near the menstrual period. The remedy is 
obvious; those cases with uteri in normal position, freely movable, 
and with no tubal pathology that is palpable, should be reexamined 
before definitely deciding that their tubes are occluded. 

Importance of the rate of flow has already been mentioned; if it is 
higher into the uterus than is possible through the tubes, the manom- 
eter reading must rise and a conclusion of either partial or complete 
occlusion be reached. 

A high initial pressure with sudden fall has been noted by many 
observers. In many instances this has been taken as indicating the 
dislodgment of some occlusion or the separation of obstructing adhe- 
sions. Peterson observes that in the microscopic examination of some 
thousands of tubes no ‘‘mucous plug’’ has ever been observed. It seems 
to us that those variations of muscle tonus observed in curettage might 
reasonably be responsible for some. 

We believe that normal tubes in the absence of any other pelvie 
pathology will not offer a resistance greater than 40 to 80 mm. of 
mercury; that at 200 to 220 mm., no extra tubal condition such as a 
retrodisplacement, premenstrual congestion, ete., being a possible 
cause, the tubes are occluded or absent. 


Between these two readings comes, what we consider, the ‘‘doubt- 
ful group’’; gas passes but at relatively high pressure. Some path- 
ology exists; with a pressure above 150 mm. we regard the tubes as 
functionally occluded. 

‘Lhe attempt has been made to definitely locate the site of occlusion. 
Patients insist upon a prognosis especially when operation is consid- 
ered and it is upon determination of the site to a great extent that 
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it must be based. Undoubtedly, the most common cause of complete 
tubal obstruction is due to occlusion of the fimbriated extremities. In 
the microscopic examination of some thousands of tubes in the Patho- 
logical Laboratory of the University of Michigan, no case of complete 
closure of the tubes except at the fimbriated extremity has been 
noted. The interstitial portion may be narrowed by fibrous tissue 
proliferation of the submucosa and muscularis, the condition being an 
obstruction rather than atresia. Be this as it may, the interstitial 
portion may act as an obstruction to the passage of gas below the 
point at which danger of tubal rupture is certain. 

We have taken bilateral lower abdominal pain as indicating bi- 
lateral fimbrial obstruction; unilateral pain with a passage of gas into 
the abdomen at above normal pressure as indicating unilateral ob- 
struction on the side of the pain. We have endeavored to hear the 
passage of gas into the abdomen with a stethoscope and so locate the 
patulous side with but indifferent success. 

These unilateral obstructions, however, are less important sinee there 
is the possibility of conception. It is in the cases of bilateral occlusion 
that a definite knowledge as to the site is essential for operative prog- 
nosis, and it is here that we consider radiography of the fallopian 
tubes, using 20 per cent sodium bromide solution, as being safe and the 
final word in a complete diagnosis. 


DIFFICULTIES ENCOUNTERED 


In two cases of acute anteflexion it was impossible to introduce the 
eannula. With the routine introduction of a uterine sound prior to 
the cannula this difficulty has been obviated. 

Nervous patients have been the most difficult to handle; these, how- 
ever, can usually be reassured and we are frank in telling them that 
they will have slight discomfort but no pain. This type of case, how- 
ever, is apt to give misleading information from the test since they hold 
themselves rigid, thereby inereasing intraabdominal pressure and rais- 
ing the manometer reading. 

The irregular cervix has presented a problem in that it is diffieult to 
render air-tight. However, by inclining the cannula one way or the 
other, a point is usually found where an interpretable intrauterine 
pressure is possible. The presence or absence of the shoulder pain 
reflex in these cases is of diagnostic value. 


VALUE OF TEST 


There are two phases, diagnostic and therapeutic. Its use in the 
diagnosis of sterility is most important; however, it is an aid in the 
differentiation of confusing pelvic masses, as a test of sterilization 
following such an operation and as an aid to x-ray through trans- 
uterine pneumoperitoneum. 
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It is an aid to conservative surgery in inflammatory cases in point- 
ing out that one tube is patulous and may be left; or again in the 
ease of a fibroid, in showing that one or both tubes are patulous and 
thus making myomectomy, where practicable, rather than hysterec- 
tomy, the operation of choice in a woman of child-bearing age. We 
have further used the test as an aid in the differential diagnosis of 
lower abdominal pain in eases where no definite pelvic pathology was 
bimanually demonstrable. 


STATISTICS 


The matter of selection of cases and group classification of findings 
will to a great extent predetermine statistics. Our series contains a 
relatively high number of inflammatory cases with more or less marked 
palpable pelvic pathology, this in the attempt to estimate the extent 
of tubal involvement or aid in the diagnosis of lower abdominal 
symptoms. 

We early classified our cases according to the levels of pressure 
suggested by Rubin. That is: 


1. If gas passed at a pressure below 150 mm. the tubes were con- 


sidered patent. 

2. If a pressure of 150 mm. or more was required before gas passed 
the tubes were classified as partially occluded. 

3. Readings above 200 mm. were considered as indicating occluded 
tubes.. 

On this basis, 150 or 42.3 per cent of our cases were occluded, 12 
or but 3.4 per cent were doubtful, and 192 or 54.2 per cent patulous. 
We have taken as our reading in all instances the lowest pressure 
at which gas passed. 

We found however that in the so-called patulous group were a num- 
ber of cases which on pelvic examination showed palpable pathology, 
and cases which came to operation demanding unilateral or even bi- 
lateral salpingectomy. 

Peterson and Cron having shown with the abdomen open, that in 
cases with no inflammatory history, gas passed readily at pressures 
usually not going above 80 mm., we adopted the suggestion of Ald- 
ridge, considering a pressure not above 100 mm. at the 20 to 100 
rate of flow as indicating patent and normal tubes. 

Between 100 and 200 mm. we elassified the tubes as partially oe- 
cluded, inclining toward the belief that between 100 and 150 mm. it 
might be temporary, certainly requiring further investigation. 

On this basis 150 or 42.3 per cent showed tubal occlusion, 108 or 
30.5 per cent partial occlusion and 96 or 27.1 per cent definitely patu- 
lous. In these latter the average low pressure was 56 mm. A total 
of 204 or 57.6 per cent must therefore be regarded as ‘‘Rubin Posi- 
tive’’; that is, gas passed through the tubes into the abdomen. 
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A total of fifty-seven cases went to operation, in fifty-six of which 
laparotomy was done. The other case had had a previous salpingec- 
tomy; the test showed the remaining tube ito be occluded. Under 
anesthesia a backward displacement but no other pathology was noted 
and a dilatation and curettage done. This patient became pregnant 
within three months. Labor was complicated by eclampsia. 

Of the fifty-six patients on whom laparotomies were performed, 
three showed on Rubin test normal tubes, proved so on inspection. 
The remainder, fifty-three cases, diagnosed as occluded or partially 
so, all showed gross tubal pathology on inspection with one exception. 
This patient had a backward displacement, no evidence of pelvic in- 
flammation and proved patulous by Curtis’ method. However a curet- 
tage showed marked endometrial hypertrophy and may have been the 
responsible factor. 

Eight cases have reported pregnancies following the test; duration 
of sterility in these cases varied from three to sixteen years. Of these, 
five complained of absolute sterility; one forty years of age had been 
married sixteen years; one had had a previous salpingectomy. Two 
on Rubin test were classified as patulous while the other three were 
regarded as partjally occluded. 

Of the three relatively sterile cases, one had a doubtful miscarriage 
at four weeks, seven years previously; prior to marriage she had had 
a right salpingectomy. We regarded her remaining tube as absolutely 
occluded; her uterus was retroverted. Pregnancy followed curettage. 
The other two cases had had lower abdominal operations (one a sal- 
pingectomy three years before, the other appendectomy with drainage 
four years previously) following which they had been sterile. Both 
showed Rubin evidences of partial occlusion. No treatment beyond 
douches and general hygienic measures was given. 
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A STUDY OF THREE HUNDRED PREGNANT NEGRO WOMEN 
HAVING A FOUR-PLUS WASSERMANN* 


By J. R. McCorp, M.D., ATLANTA, GA. 
(From the Department of Obstetrics, Emory University School of Medicine) 


HIRTY per cent of the women that come to our Obstetrical Clinie 
have syphilis. This analysis is offered merely as a further contribu- 
tion to the subject of syphilis and pregnancy. 

Trying to utilize to the best advantage our almost incomparable clin- 
ical material, we have installed a laboratory directly across the hall from 
our delivery rooms. A full time technician is in charge. Here all pla- 
centas are being studied histologically ; all stillborn babies are autopsied 
and the tissues prepared for histologic study, sections of the various 
organs are stained with silver preparations and a prolonged study is 
being made of the early activities of the organism of syphilis on fetal 
structures. A dark-field study is made of the liver from all autopsies. 

We have of late been puncturing the livers of live babies, born of 
mothers with a four-plus Wassermann, and demonstrating by dark-field 
examination the spirochetes of syphilis. We are convineed that con- 
genital syphilis can be positively diagnosed in this way when other meth- 
ods fail. We will soon publish the details of some of these investigations. 
Unfortunately our facilities were limited when the first of these women 
were studied and some of the investigations are not as complete as they 
should be. 

All of the Wassermanns were done by E. M. Berryman, to whom we 
are very grateful. The sheep cell system was used, The antigen used 
was cholesterolized alcoholic extract of beef heart. 


PREVIOUS OBSTETRIC HISTORY OF THE MULTIGRAVID WOMEN OF THIS SERIES 


Of the 300 women observed, 184 had been previously pregnant. Pre- 
vious stillbirths were admitted by 45 of these women, who together gave 
a history of 65. The greatest number occurring with any one woman 
was 7, with another 5 and with several there were 3. Previous premature 
labor was reported by 39 women. A history of 3 premature labors by 
one woman was not uncommon. A total of 57 occurred in these 39 
women. Previous abortions occurred in 27 cases, these women reporting 
a total of 46 abortions. We would emphasize the fact that 111 of these 
women had prior pregnancies that ended disastrously 168 times. 


*I wish to thank R. A. Bartholomew, H. Sheppard, James J. Clark and Hines 
Roberts for assistance in the preparation of the material for this article. 
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The statement that syphilis does not cause early abortion seems to be 
substantiated by this series of eases. There were only 13 early abortions. 


RESULTS OF PREGNANCY OBSERVED IN THREE HUNDRED WOMEN 


Fifty-six babies were premature and born dead. Thirty-one babies 
were premature but born alive. Eight of these premature babies died 
before leaving the hospital. Ten infants that went to full term were still- 
born. Eight apparently normal babies died during the first ten days. 
If we count the 13 abortions, the stillbirths and the babies that died in 
the hospital, pregnancy ended disastrously in 32 per cent of the cases. 
If we include the 23 premature babies that were discharged from the hos- 
pital, but whose early life, considering care, environment, heredity, ete., 
is extremely precarious, the appalling percentage of 39 is obtained. One 
hundred and seventy-four women went to full term and delivered appar- 
ently normal, healthy infants. We believe that the percentage of con- 
genital syphilis in these babies would have proved very high, had liver 
puncture and dark-field examination been done on them. 


BLOOD PRESSURE READINGS 


We arbitrarily decided to consider as abnormal any systolic pressure 
of 135 and over, and any diastolic pressure of 90 and over. There were 
84 such pressures, a percentage of 28. This would not indicate that 
syphilis was a common cause of high blood pressure during pregnancy. 
Some textbooks state that a systolic pressure of 150 at the time of labor 
is not abnormal. The daily blood pressures in our clinie will run just 
about the same as was observed in this series. 


HISTORY OF SYPHILIS 


George H. Noble claims from his clinical experience of the past thirty- 
five years, that the negro race is rapidly acquiring an immunity to syph- 
ilis. Careful study of each of these 300 records, by the author, shows 
only 12 eases in which a positive history of the disease was obtained. In 
67 cases some evidence of syphilis was demonstrated. In some of them 
this evidence was rather meager and I do not believe that our statistics 
along this line are quite accurate. 


PRENATAL VISITS AND TREATMENTS 


Of the 300 cases, 172 visited the prenatal clinie one or more times. A 
great many did not return after the first visit. We have no legal way in 
which to compel these women to take treatment. The treatment in most 
of them was wholly inadequate. We are working on another series of 
sases in which the treatment is more satisfactory. The following few 
-ases will serve to show at what stage of pregnancy our patients report 
to the elinie for examination and treatment : 
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2 women applied for care when 2 months pregnant 
12 sé ce sé 8 
1 woman ‘sat term 


The prenatal therapeusis used includes the intravenous use of 
some arsenical preparation every two weeks. This is given in 0.3 
gm. doses. We have used several different preparations and while 
we prefer to give neosalvarsan, we must be grateful for what we can get 
from a municipal clinic. In the past we gave intramuscular injections 
of mereury every two weeks. This nearly disrupted our clinic. The 
patients rarely came back after the first injection. During the past few 
months we have substituted mercurial inunctions. The woman is put on 
a table, her abdomen bared and she is given some mercurial ointment. 
She then rubs this in, under the direction of the obstetric interne, and 
until he tells her to stop. In addition all are put on protiodide of mer- 
eury and potassium iodide by mouth. During the five years that we have 
been running our prenatal syphilitic clinic, we have never had a reaction 
from the intravenous use of arsenic that in any way approached a fatal- 
ity. Reactions of any kind have been few and far between and, when 
they do occur are mild. They can usually be traced to improper technic. 
A eareful interne will serve his entire time on the clinie without a reac- 
tion. 

EXAMINATION OF THE BABIES BY THE ROENTGEN RAYS 


An x-ray examination was made of 74 babies for changes in the long 
bones that are supposed to be characteristic of congenital syphilis. Unfor- 
tunately when going over our records we made no note as to whether these 
babies were alive or dead. Positive evidences of syphilis were found in 
12 per cent of them. As is generally stated, when these changes are 
found they are pathognomie of syphilis, but we believe that positive evi- 
dences will be obtained in only about 10 per cent of the babies that have 
congenital syphilis. We are now examining in this way all of the babies 
from whose livers spirochetes have been obtained, in order to establish 
a reliable percentage of bone changes in congenital syphilis. 


SEROLOGIC TESTS ON THE BABIES 


The cord Wassermann was done 219 times. A four-plus reaction was 
obtained in 50 eases or 22.8 per cent. There were four cases in which 
the reaction was three-plus. A Wassermann on the sinus blood was done 
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on 50 babies. Nine of these, or 18 per cent, showed a four-plus reaction. 
A spinal fluid Wassermann was done 57 times and were four-plus posi- 
tive in 14 per cent of the cases. 


MACERATION 


Of the babies that were stillborn, 42 per cent were macerated. While 
the majority of macerated babies are syphilitic, it is because the major- 
ity of stillbirths are caused by syphilis. We believe that maceration has 
nothing to do ‘with syphilis and that we should correct our teaching along 
this line. 


HISTOLOGIC STUDIES OF THE PLACENTA 


Microscopie studies of 86 of these placentas were made. Positive evi- 
denee of syphilis was obtained in 32 of them, or 37 per cent. Seven were 
doubtful but probably positive and 47 were undoubtedly negative. If 
we add the 7 doubtful ones, the total positives would be 45 per cent. 
Quite frequently the placenta of a mother who is syphilitie and who gives 
birth to a syphilitic baby will be plainly negative. The converse of this 
is true. Plass, in a personal communication, was inclined to believe that 
efficient prenatal treatment profoundly influences the histologic appear- 
ance of the placenta. At the present time we are not prepared to,express 
an opinion. 


MORTALITY 


The maternal mortality was 1.6 per cent, 5 mothers in the series having 
died. The corrected mortality of a series of 2500 cases recently reported 
by us was 1.7 per cent. It would seem that syphilis has no influence 
upon the death rate of the mother in pregnancy and labor. The causes 
of death were: lobar pneumonia, lysol suicide, general peritonitis, and 
puerperal sepsis (two). 

It is interesting to note several apparent inconsistent results in this 
study: There were 3 cases in which the x-ray examination of the baby 
was negative; the cord, spinal fluid and sinus blood Wassermann was 
negative and the placenta of each was definitely positive. Here was one 
case in which Wassermanns on the spinal fluid, sinus blood and cord 
were negative and the placenta and x-ray examinations both positive. In 
only one case were the spirochetes demonstrated in the liver, all three 
Wassermanns positive and the placenta positive. 

As Schuman stated in a recent paper: ‘‘The mere mention of the 
words syphilis and childbirth in combination, brings to the mind the 
many fascinating problems of biology, disease transmission and antenatal 
therapeusis which arise when these two conditions occur simultaneously. 
Proteus, in form indefinite and intangible chameleon in colors changing 
without cessation and increasingly deceptive, a last plague from Pan- 
dora’s box, a prodigy fallen from the stars, to quote the poetical 
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Frascator; nowhere does the great destroyer more patently reveal its 
power than in the appalling death rate it imposes on the foetus.’’ We 
feel we have only begun to scratch the surface in our knowledge of 
syphilis in pregnancy. 

Our observations in the study of these three hundred pregnant 
syphilitic women lead us to the following conclusions: 

1. Syphilis tends to the premature interruption of pregnancy. 

2. Abortion induced by syphilis occurs late in pregnancy. 

3. Syphilis is not a factor in the production of a hypertension during 
pregnancy. 

4. Women ean be given arsenical preparations intravenously, during 
pregnancy, with safety. 

5. We believe that babies born of syphilitic mothers are syphilitic, and 
that prolonged study and work will prove them so in a great proportion 
of cases. 

6. Syphilis in pregnancy does not increase the maternal hazard. 


373 COURTLAND STREET. 


WEIGHT DURING PREGNANCY WITH OBSERVATIONS AND 
STATISTICS* 
By Catvin R. Hannag, M.D., F.A.C.8., Dauuas, Texas 


LOOD pressure readings and urinalysis are considered essential 

in prenatal care. The condition of the patient may be deter- 
mined from the results obtained from this routine. The weight of 
the patient recorded systematically is also vital as an index to the 
patient’s condition. 

Zangemeister’s investigation on the connection between pregnancy 
edema, pregnancy nephritis and eclampsia shows the value of record- 
ing the patient’s weight during pregnancy. Zangemeister believed 
that edema in the brain which caused the convulsions of eclampsia 
was due to the abnormal permeability of the vessel walls. Wieloch 
claims that the edema in the brain can be detected early by systematic 
weighing of the patient, and thus prevent pregnancy nephritis and 
eclampsia by measures which have a tendency to edema. He accom- 
plishes this by intramuscular injections of colloidal solutions, which, 
he claims, combats the abnormal permeability of the capillary walls. 
By this means, he reduced in weight 50 per cent of seventy-five women 
given injections of 5 ¢.c. of a solution of gelatin, and 80 per cent of 
fifty-one women injected with 10 c.c. of a 5 per cent acacia-Ringer’s 
solution. In giving the injections, daily or at longer intervals, Wie- 


*Thesis for admission to Fellowship in the American Association of Obstetricians, 
Gynecologists and Abdominal Surgeons, 1924. 
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loch was guided by the weight. The question is whether the edema is 
due to the abnormal permeability of the vessel walls, or to a change 
in the blood as a result of faulty metabolism. 

Gassner found an average monthly increase for the last three months 
of from three and one-half to five and one-half pounds, being in pro- 
portion to the weight of the individual, and more in the multigravidae. 

The loss of weight in the beginning of the puerperium is the result 
of the emptying of the uterus of its contents, and of the strain of 
delivery. Long and arduous labors will cause reduction of weight 
as in other physical contests. Postpartum patients on a liberal diet 
will not lose in weight as those on a restricted diet. 

The gain in weight during pregnancy is the result of the weight 
of the fetus, the placenta, the amniotic fluid and the enlargement of 
the uterus and the mammary glands. This amounts to about fifteen 
pounds. For the average patient, the food and metabolism during 
the nonpregnant period is sufficient to answer all demands of the fetus 
and appendages during gestation. The amount of food taken above 
the demands of the body tissues and for fetal development is stored 
up in the body tissue as fat. Greater work is required of the heart 
to meet this unnecessary requirement. . 


The first trimester of pregnancy is characterized by lassitude, and 
probably a loss of weight attributable to nausea and inability to retain 
food, and lack of appetite. During this period, a high carbohydrate 
diet is efficacious in preventing vomiting of pregnancy. As nausea 
and vomiting disappear and the appetite increases, the carbohydrate 
diet should be limited, if an abnormal gain in weight is to be pre- 
vented during pregnancy. Two thousand to three thousand calories 
per day are sufficient to sustain the average pregnant patient. 

The diet should consist of food sufficient in bulk to cause elimina- 
tion, furnish vitamines required for sustenance, and reproduction. 
This diet includes lettuce, green vegetables, fruits, meat in moderation, 
and a limited amount of milk, which furnishes calcium in an excellent 
form. 

An excessive diet of carbohydrates and fats, and low in vitamines 
causes intestinal stasis, provides a field for putrefaction and growth 
of intestinal flora, from which toxins are absorbed. These toxins cause 
extra work for the liver and kidneys and other vital organs. Intestinal 
stasis encourages lesions of the colon, and later on infection of the 
various organs of the body. In my opinion, this is the reason the 
pregnant woman frequently complains of pain in the intestinal tract, 
especially in the right lower quadrant, oftentimes confused with 
pathology of the appendix. If the patient is permitted to gain in 
weight and improper or poorly selected food is partaken of, lesions are 
formed in the tract through which parasites enter the blood stream 
and infect the various organs of the body. 


| 
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To prevent many of the complications during pregnancy, the routine 
recording of the patient’s weight is necessary. In my paper, ‘‘ Weight 
During Pregnancy,’’ read before the Section on Gynecology and Ob- 
stetrics, State Medical Association of Texas, Ft. Worth, Texas, May, 
1923, I reported the incidence of weight in one hundred consecutive 
eases during pregnancy. 

Records of weight during pregnancy made systematically each week 
together with blood pressure readings and frequent examinations of 
the urine convince me that weight is equally important with these 
other prophylactic measures. 

[ am reporting 236 cases showing weight during pregnancy with its 
effect upon the health of the patient. These do not inelude all of the 
eases that have been under my supervision, but will illustrate my point 
that the control of weight during pregnancy is of consequence. My 
conclusions are based upon my individual records over a period of 
several years. 

The weight and blood pressure of these patients were recorded each 
week, with the exception of a few, and cover a period of six or seven 
months. Each case was considered individually. The relationship 
which existed between the standard weight of the patient and the 
weight at the first visit determined the course to pursue as to the loss 
or gain of weight during pregnancy. The standard weight which 
was used as a basis is one recognized by a standard life insurance 
company. 

The average gain in weight for each patient in this series is 13 
pounds and 4 ounces. There were 117 multiparae, and 119 primiparae. 
The average gain for the multiparae was 12 lb. and 3 oz., while in the 
primiparae the average gain was 14 lb. and 3 oz. Of the 117 multip- 
arae, 103 gained in weight, and the average gain was 13 lb. and 14 oz. 
Of the 119 primiparae, 108 gained in weight, and the average gain 
was 16 lb. and 4 oz. There were 14 multiparae in this series of 236 
eases who lost in weight, with an average loss of 9 lb. and 11 0z., while 
11 primiparae lost in weight, with an average loss of 7 lb. and 3 oz. 

There were 45 multiparae who gained 15 lb., or more, an average 
gain of 22 lb. and 2% oz., in comparison with 57 primiparae who 
gained 15 lb., or more, with an average gain of 23 lb. and 8 oz. 

There were 58 multiparae whose gain was less than 15 lb., with an 
average gain of 7 lb. and 8 oz.; while 51 primiparae whose gain was 
less than 15 Ib. had an average gain of 8 lb. and 2 oz. 

The greatest gain in any patient was 41 lb., a primipara, and the 
greatest gain in a multipara was 35 lb. The greatest loss was a 
multipara, who lost 25 lb., and the greatest loss in a primipara was 
20 Ib. 

In this series of cases, the primipara has, by every law of averages, 
shown the greatest. gain over the multipara. In my opinion, this is 
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TABLE I 


NUMBER OF CASES PARA a AVERAGE GAIN OF WEIGHT 
117 1 to 6 12 Ib.-3 oz (5.52 Kg.) 
119 Primipara 14 lb.-3 oz. (6.43 Kg.) 
236 13 Ib.-3 oz. (5.975 Kg:) _ 


TABLE II 


peels ARA AVERAGE GAIN OF WEIGHT 


103 lto6 | 13 lb.-14 oz. (629 Kg.) 
108 Primipara 16 lb.- 4 oz. (7.37 Kg.) 


TABLE IIT 


NUMBER OF CASES WHO LOST 


wmene PARA AVERAGE LOSS OF WEIGHT 
1 to 6 9 Ib.-11 oz. (4.39 Kg.) 
11 Primipara 7 lb.- 3 oz. (3.26 Kg.) 


TABLE IV 
NUMBER OF CASES WHO 
sane PARA AVERAGE GAIN OF WEIGHT 


GAINED 15 LB. OR MORE 
45 1 to 6 22 Ib.-2% oz. (10.05 Kg.) 
57 Primipara 23 1lb.-8 oz. (10.66 Kg.) 
TABLE V i 
PARA AVERAGE GAIN OF WEIGHT 
GAINED LESS THAN 15 LB. 
a 1 to 6 7 Ib. -8 oz. (3.4 Kg.) 
51 Primipara 8 Ib.-2 oz. (3.68 Kg.) 


Greatest gain in any patient was 41 lb. (18.6 Kg.), a primipara; in a multipara 
35 Ib. (15.87 Kg.) 

Greatest _loss in any patient was 25 Ib. (11.34 Kg.), a multipara; in a primipara 
20 Ib. (9.07 Kg.) 


probably on account of the fact that most of the primiparae are young, 
not fully developed and may be under standard weight. 

In this series of cases, there were 233 babies whose weight averaged 
7lb. and 13 oz. Of the 118 babies of the multiparae, the average 
weight was 7 lb. and 15%4 oz.; while of the 115 babies of the primip- 
arae, the average weight was 7 lb. and 124% oz. There were 120 males 
whose average weight was 7 lb. and 15 oz. and 113 females whose 
average weight was 7 lb. and 6 oz. Of the number of males, 59 were 
of multiparae, with an average weight of 8 lb. and 1 oz., as compared 
with 61 males of the primiparae with an average weight of 7 lb. and 
14% oz. There were 59 females of the multiparae, with an average 
weight of 7 lb. and 14 oz., and 54 females of the primiparae whose 
average weight was 7 lb. and 10% oz. Eighteen babies weighed over 
9 lb., the largest being a male whose weight was 10 lb. and 12 oz. 
Thirteen of the 18 babies weighing over 9 lb. were males. The above 
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baby which weighed 10 lb. and 12 oz. was postmature. The mother 
was a primipara, had symptoms of eclampsia, and refused induction 
of labor one month prior to delivery. Labor was normal. 

A set of twins of a multipara are included in this series. <A _ pre- 
mature baby, hydrops universalis, and two anencephalie monsters were 
not ineluded in the ealeulations. 


TABLE VI 


WEIGHTS OF BABIES 
NUMBER OF BABIES AVERAGE WEIGHT 
233 7 lb.-13 oz. 


(3443.75 grams.) 


NUMBER OF BABIES OF MULTIPARA AVERAGE WEIGHT 
118 7 Ib. - 1536 oz. 

(3617.46 grams.) 

NUMBER OF BABIES OF PRIMIPARA AVERAGE WEIGHT 
115 7 Ib.-12% oz. 

(3529.57 grams.) 

TOTAL NUMBER OF MALES AVERAGE WEIGHT 
120 7 Ib.-15 oz. 

(3600.45 grams) 

TOTAL NUMBER OF FEMALES AVERAGE WEIGHT 
113 7 lb.-6 oz. 

(3345.3 grams) 

NUMBER OF MALES OF MULTIPARA AVERAGE WEIGHT 7 

59 8 lb.-1 oz. 

(3657.15 grams) 

NUMBER OF FEMALES OF MULTIPARA AVERAGE WEIGHT 
59 7 Ib.-14 oz. 

(3572.1 grams) 

NUMBER OF MALES OF PRIMIPARA AVERAGE WEIGHT 

61 7 oz. 

(3586.27 grams) 

NUMBER OF FEMALES OF PRIMIPARAE 7 Ib.- 10% 0Z. 

54 (2472.87 grams) 


Eighteen babies, 13 of which were males, weighed over 9 Ib., (4082.4 orams) 
largest 10 Ib. - 12 0z., (4876.2 grams) male. 


In this number are: one set of twins, one premature not ineluded in 
the ealeulation, and three, one of which was a hydropie fetus, and two 
anencephalie. 

[ have attempted to classify the records (Table VIT) so as to show 
by comparison how some patients may gain in weight and others lose. 
The first weight given is a record of the weight of the first visit, and 
the next is the weight just previous to delivery. The blood pressure 
given is that recorded at the first and last visits. The weight and 
blood pressure of each patient has been recorded each week although 
not shown in this Table VII. 

These records are practically the same as those included in the 
series of 236 reported, and are classified according to pathology which 
had previously existed in the history of the patient and of conditions 
which arose during pregnancy. 
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TABLE VII 


BABY 
DISEASE AGE [PARA WEIGHT GAIN Loss B.P. | URINE] wr, 
1g 0 | 5-94 |160 - 168 — |"7 Bo| Nee : i- 2 
| | 100 120 
25 1 5-64 |107 - 135 28 | — m 
| 110 115) 
Tuberculosis 41 | 5 5-7 160 - 180 150 
70 75 
| 120 122 
2 147 158 | 143 1] 66 m. §8- ] 
1 5 102 - »9 124 21 118 125| f 7-2 
Goiter | 1912- 155 33) — [85 92 jm. 
- J > al 5 “30 | ~ 
ea faze! aq (204 245] 
0 0 »- 6 4 - 164 | 1382); 10 | — 80| 4 
(118 130) 
Endocrine Dis-| 22 | 0 | 5-4} |146 - 162 | 127) 16 | — | $3 if. 
turbance | ¢ 
120 122 
5-4 138 - 148 | 134); 10 — 
| fo 40) 
0 9-4 1135 - 159 | 130] 24 
73 
27 0 135 - 133 | 13) 2 7) 65 m 8- 6 
160 135| 
Vental Alien-| 42 4 5-3 150 - 153 | 135 3 f. 9- 4 
ition 90 
| 5-4 |125 - 149 | 134] 24 
15 120 
19 0 1116 135 | 127 19 m 7-11 
65 io 
Epilepsy 0 | 5-43 |166 - 166 | 129) 0 
160 
23 0 5-4 189 160 | 125| — 2 m i- 9 
| | | 78 95) 
| 120 120| 
Chorea 30 | 4 | 5-5 |156 - 160/135} 4 | — 5-10 
| | 80 85 
120 145 
31 | 2 | 5-5 |150 - 165 | 135| 15 | — |-— Alb. |f. 6-6 
70 
23| 0 | 5-0 | 938- 99|114| 6| — 6 
65 68) 
125 145} 
1 | 5-24 |105 - 136 |120| 31 | — lf, 7-2 
} vo | 
160 
Diseases of the) 16 0 | 98 - 110 120; 12 i | Casts |m. 7-14 
25 
5 ) ‘ | 135 1 4 ) 136 10 70 0 Neg i ) 
10 150) 
19 0 5-6 |140 - 151 | 128] 11 - = an Neg. |f 7-12 
1 ‘10 13 32 120) 6- 
5-5 113 32 — - ——| Neg 
) ) ) | ) i | 75 | es m 


| 
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TABLE VII—ConT’p 


DISEASE AGE | PARA| HEIGHT WEIG N Ss . P. JRINE 
IS Ss VEIGHT wr, 108s URINE SEX WT. 
19 | 0 | 5-4% |125 - 165 | 124] 40 
- 4 1125 - ‘ 2 — 7- 8 
}125 115 
21} 0 | 5-12 {119 - 134 |117| 15 | — 8 
{ppendectomy 26 0 0-7 141 - 147 | 139 7- 4 
previous to | 1120 128 
Gestation 31 | 2 | 5-24 - 129 | 125| 10 | — 
7 75 
120 118 
22 0 | 5-5 |120- 28| 20 | — « 2 
120 - 140 | 128 0 | | 85 80 
9° 170 165 | 
] »- 124 - 126 | 131 2 - 95 Alb. |m 14 
Nephritis fol- 37 2 5-3 - 135 | 131 —Is f 6- 8 
lowing eclamp | oll | 
sia of previous) 36 | 1 | 5-5 |140 - 150 | 139| 10 | — —| ap. |f 7-8 
deliveries 100 120) 
31 1 152 140 135 12 70 Neg. 7 
] »-4 18 170 | 127 19 | 75 65| Alb. |™ 8- 5 
1112 
Pye litis 24 1 x > 5 9 112 Pus 
| >- 5 15 151 | 12 Alb m. 
130 130| Pus 
23 0 5-3 - 1: 22 — 7 
) 128 140 | 1 |. 12 60 Alb m. 7-14 
Cesarean section) 32 0 5-6 1394- 144 | 139 44) — 60 “BO Neg. |m. 7-12 
) 380] 
having pre- | 34| 1 | 5-6 [140 - 150 |139| 10 | — 135) 
viously had 1120 | 
cesarean sec- | 24| 1 | 5-54 |143 - 148 |130| 5| — « 8 64 
tion | 80 70 
{110 125 
42) 0 | 5-9 [149-170 | 159) 21) — 5-194 
=80} 
Old Primipara | 35 0 5-6 172 1467 | 143| 5 f g. 3 
140 120 
0 >- 6% |164 - 160 | — “as m. 9 
Patients who| 27 2 5-34 | 120 - 124 | 126 4 1-12 
had previously 110 120) 
had large ba- | 3} 1 5-5 |110 - 127 | 135] 17 7-14 
bies, of nine | | 70 ad 
<4 
pounds, or 9 5 - 1233- 145 126 | — 460 115 | ‘ec f > 


In considering weight during pregnancy in a patient who had pre- 
viously had tubereulosis and who was underweight at the beginning 
of pregnancy, an effort was made to increase her weight a moderate 
amount. There is only one of these patients who had active tubereu- 
losis. She gained twenty pounds, was thirty pounds over standard 
weight, and is now in an arrested state. 


The patient with exophthalmie goiter was operated during preg- 
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TABLE VII—ContT’p 


DISEASE AGE | PAR: EIG 3S IRINE 
HEIGHT| WEIGHT | |GAIN|LOSS| p, URINE] ony wr 
29) 1 | 5-23 |135 - 148 | 122| 13 | — |— - 7 
| 3 | 5 80 75 Neg. ‘wa 9- 7 
114 112 
| 19 5-44 |1443- 1623) 124) 18 |} — 
| | 60 75 
| 26] 2 2-54 |150 - 162 133) 12 | — & m. 10-1 
| 
| 99 115 129 
23 1 5-4 159 - 165 | 125 6|/—\i—-s!| * m. 9-13 
Patients whose 30 1 | | or ) 100 135 
nine pounds or) ,,. 130 130) 
32] 0 | 5-72 |1634- 158 | 146) —| | 9. 5) 
| 104 150 
20 0 5-6 118 - 148 | 132; 30); — :_ = ‘6 m. 10-12 
on 125 108 
0 5-74 |153 - 189 | 142} 27 | — m 9 
65 75 
“v0 0 5-334 |121 - 130 | 122 $0 70 m. 9 
‘ 
| 
1130 139 
24 0 | 5-3 {137 - 160 | 122] 23 | Im 9. 4 
Normal cases) 96 | 1 | 5-63 [132-136 |135| 4| — US) 4 
No particular 65 6C| 
pathology o-~ 122 118 
to personal 1 | 109 132 | 127 m. 8-14 
history or 115 110 
that occurred 151 - 152 | 147 "80 65 f 7-10 
during preg- 120 109 
nancy or 27 | 2 5-2 27 - 149 | 120; 22 | — 7-14 


puerperiu m 


70 70 
130 130 
31 2 23 (143 - 153 | 125) 10 | — - ‘¢ «(8-14 
iv SO 
ABNORMAL 
FETUS 
IT ydrops-uni- 115 145 nm 
versalis fetus | 28| 2 | 5-2 |150- 162 | 120) 12 | — |9960 gr. 
Monster 28 0 5-1 115 - 117 | 118 2\;— | 5 
(premature 7 8) 
months) 
widifer | 00 125). 
Hydatidiform 19 5-3 1120-130 1290) 10 | — 


Mole 60 75 


naney, and later came under my supervision in the last trimester. No 
particular attempt was made to prevent an inerease in weight, yet 
she gained but three and one-half pounds. Her blood pressure was 
usually high. She was very nervous. Both labor and the puerperium 
were normal. 

All of the eases reported under ‘‘endocrine disturbance’’ were not 
typical. These patients on their first visit were over standard weight 
from four to seventy-nine pounds, and were cautioned that an exces- 
sive gain was hazardous. Many of these patients were given thyroid 
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extract for a period of several months. Their appetite was lessened 
and a reduction of weight was the result. Under this treatment, six 
patients reduced in weight, one as much as seventeen pounds. All of 
these patients felt better, were more active and mentally alert. 

Some of the cases under ‘‘mental alienation’’ were patients who 
were under treatment of psychiatrists during pregnancy. These pa- 
tients were usually difficult to control and did not cooperate because 
they failed to realize the necessity. Some of the other patients had 
previously had a breakdown. One patient developed insanity six 
weeks after a normal delivery with no symptoms present during 
gestation. 

The patient who had epilepsy was overweight at the first visit. She 
had but one or two attacks while under my supervision, and these 
were at a time when her weight increased two te five pounds because 
she failed to follow instructions relative to diet and elimination. Upon 
reduction of weight, she improved. 

Three eases of chorea are recorded, two of these had chorea in early 
childhood, the disease complicating their pregnancies. The other pa- 
tient, when referred to me, was in a very critical condition and suf- 
fering intensely. The twitchings began in the left arm, extended to 
the left side and until the entire body was affected. These seizures 
were so severe that she shook the bed. Several teeth were extracted 
which were in poor condition. This caused immediate improvement, 
which lasted for about two weeks. Upon reeurrence of the disease, 
[ indueed labor, which was uncomplicated. The patient immediately 
began to improve. Luminal was used throughout to control the 
seizures. 

Patients with heart lesions should not gain more than fifteen pounds 
above that of standard weight. This makes labor easy and lessens 
the strain on the heart. 

There were three patients in this series with eclampsia during pre- 
vious pregnancies, and a high blood pressure. As they gained in 
weight, their blood pressure would rise. On reduction of weight, their 
blood pressure had a tendeney to reduee. Patients of this type do 
better when the gain in weight is very moderate. 

The diet should be very moderate for those patients whose preg- 
naney is complicated with pyelitis to prevent any particular gain 
in weight over standard. 

There are two patients listed who had previously had cesarean see- 
tion. They were given a test of labor, and each was delivered nor- 
mally. An effort was made to prevent any particular gain in weight 
as they were both of standard weight at their first visit. 

There should be no difficulty at the delivery of an old primipara if 
the gain in weight has not been above the reproductive gain. 


The heart is capable of effectively meeting the demands of normal 
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pregnancy, but may fail in its adaptiveness to an abnormal function 
of furnishing blood to unnecessary tissues acquired during preg- 
naney. The kidneys and liver should not be required during this 
physiologic process to carry an extra burden; neither should it be 
necessary for the digestive tract to dispose of food that the body 
does not need. An evidence of this embarrassment is shown by diffi- 
cult breathing during pregnancy. 

My observations relative to weight during pregnancy are as follows: 

1. For those patients whose weight at the beginning of gestation is 
near standard, the gain for reproduction should not be more than 
fourteen pounds. 

2. I find that gain in weight is greater in the primipara than in 
the multipara, although it has been thought that the opposite is the 
case. 

3. Standard weight should be our guide. If the patient is below 
standard, the weight should be increased; if greatly above, reduction 
should be made moderately, or the prevention of any gain. 

4. Patients whose weight is above standard and who continue to 
increase over the reproductive weight will manifest preeclamptic 
symptoms, as edema, high blood pressure and albuminuria. 

5. Increased weight above the reproductive gain complicates cardio- 
vascular-renal diseases, aggravates epilepsy and psychoses, and en- 
courages stomach and intestinal disturbances. 

6. Tuberculous patients under standard weight should be brought 
above the reproductive weight, but not greatly so. 

7. Breast feeding is more successful in those patients whose gain 
is not above fifteen pounds. 

8. The weight of the baby is apparently not so great in patients 
whose gain in weight is limited. 

9. Certain endocrine disturbances during pregnancy increase the 
appetite, and, if not controlled, will result in excessive weight. 

10. The duration of labor is shortened several hours where the gain 
in weight is not greater than fifteen pounds over standard weight. 

11. An excessive gain in weight complicates labor, lowers resist- 
ance to infection, and is a factor in causing fetal injury. 

12. An abnormal gain in weight is hazardous in a patient where 
cesarean section is indicated, or for one who has previously had a 
cesarean section. 
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RESPONSIBILITY OF THE MEDICAL PROFESSION IN 
FURTHER REDUCING MATERNAL MORTALITY* 


By AustIN FLINT, M.D., New Yorks, N. Y. 


HE responsibility of the medical profession in further reducing maternal mor- 
tality rests chiefly upon those who practice obstetrics as a specialty, but more 
particularly upon those who teach obstetrics. 

No marked and lasting reduction is possible, unless the rank and file of the 
medical profession participate in the advancement of our knowledge of the causes 
of the present high mortality and, by improved methods, eliminate a certain pro- 
portion of complications now known to be avoidable. 

To my mind, the most important single factor which will produce improvement 
in maternity statistics is the better education of the undergraduate student. I 
feel that it is a mistake to try to educate the average medical student to become 
an expert obstetrician and that most of our time and efforts should be devoted to 
a more thorough drilling in the care of the so-called normal cases. It is in this 
class of cases that most of the obstetrical sins are committed. Unwarranted inter- 
ference in the course of a normal labor is responsible for a large proportion of the 
eomplications which too often result in-invalidism and actual death. For example: 
induction of labor for trivial indications is followed in a very large proportion of 
eases by conditions demanding operative delivery, which frequently results in in- 
jury to the mother and often, in death of the child. 

During the past few years many important changes in our methods of teaching 
obstetrics have been made, and graduates in medicine are now far better qualified 
to practice midwifery than previously. 


In order to better appreciate the differences between former methods and those 
now employed, we should contrast methods and facilities of earlier days with 
those of the present time. It will perhaps help us to improve still further and aid 
us in solving our problems. * * * * Gradually, year by year, clinical methods 
of instruction in obstetrics have developed and increased, and didactic methods 
have become relatively less important. The number of hours of instruction are 
practically three times as many as they were a few years ago. The student now 
has two years of this increased number of hours of instruction instead of one year. 
During their third college year instruction begins with recitations assigned from 
a textbook, and after a short time, clinical work in sections at a hospital, and also 
a few didactic lectures are added. During the summer between the third and 
fourth year all students have from two to three weeks instruction at a special 
hospital where they spend their entire time, and then, during the fourth year they 
take up more advanced clinical work. I believe that obstetric surgery should be 
done only by an expert and this belief I always impress as strongly as possible on 
all students. 

In order to qualify as an obstetrician at least one year must have been spent 
in a maternity hospital, following an interneship in a general hospital. The expert 
should also have had an extensive experience in general medicine, surgery and 
pediatrics. 


*Abstracted from a paper read at a meeting of the Section of Obstetrics and 
Gynecology, New York Academy of Medicine, January 27, 1925. 
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Maternal mortality will be reduced as soon as operative deliveries are taken 
out of the hands of the incompetent and sent to maternity hospitals. There should 
be a greater number of these special maternity hospitals, partly to take care of 
the increasing number of patients who wish to go to a hospital in order to have 
the advantage of more skilled care, and partly to help in the education of expert 
obstetricians. The great mass of maternity work is in the hands of men who are 
not expert, and of midwives. Something should be done to stem the tide of 
obstetric operations performed so frequently by these men, with its resultant high 
mortality and morbidity, and more closely drawn indications for operations should 
be promulgated. 

The general public are demanding more and more, and rightly so, the services 
of men who are really expert in obstetrics. This increasing demand will give a 
broader conception of the scope of obstetrics and help in its more rapid advance. 

If the practice of obstetrics were invested with greater dignity and better paid, 
more able men would be attracted to this branch of medicine. The general public 
should be systematically educated to a more adequate appreciation of the services 
of the obstetrician and then would follow a more adequate remuneration. When 
this comes to pass the problem of the midwife will also pass and she will dis- 
appear spontaneously. All of this will help reduce the deplorably high mortality. 

Under modern conditions, labor is not a normal function, and should not be so 
considered either by the profession or by the public. It kills thousands of women 
every year, leaves at least a quarter of all cases more or less invalided, is attended 
by severe pain and tearing of tissues, and kills 3 to 7 per cent of all babies. Can 
this be called normal or physiologic function? 

Mauriceau said that ‘‘pregnancy is a disease of nine months duration,’’ Whit- 
ridge Williams, that ‘‘50 per cent of pregnant women are toxic.’’ 

It is estimated that 25,000 women die from childbirth annually in the United 
States. The actual maternal mortality reported from the registered area, only 
four-fifths of the total area, and, known to be incomplete, is 16,000, so that the 
estimated mortality of 25,000 is really too low. Of this total from 6,000 to 8,000 
women die every year from infection, 5,000 from eclampsia, and 4,000 from hemor- 
rhage,—all preventable or at least capable of great reduction. Why is the care 
of pregnancy and labor left so much to the young and incompetent, or even to the 
ignorant midwife? 

A review of the development of the obstetric branch of medicine shows that 
progress, compared to the advances made in general surgery and in general medi- 
cine, has been slow. In the last twenty years it has been more rapid owing, at 
least in part, to the establishment of maternity hospitals and to better teaching 
in our medical colleges. 

To be more specific, let me briefly speak of the modern treatment of some of 
the common complications, likely to occur in routine practice, which are the cause 
of a large proportion of maternal deaths. These are: sepsis, or puerperal infec- 
tion; eclampsia; and hemorrhage. The operations are the induction of labor; for- 
ceps; and cesarean section, to which may be added the Potter version and the 

prophylactic forceps operation proposed by DeLee. Of these puerperal sepsis is 
the most important because the most frequent. It is estimated that from six to 
eight thousand deaths occur annually in the United States from this cause alone. 
In special hospitals, however, such mortality has almost disappeared. The morbid- 
ity from milder grades of infection is about five times as frequent as the deaths 
and how many women are left incurable invalids it is impossible to estimate. I 
believe that infection occurs most frequently in private practice and in genera! 
hospitals with a maternity service and least frequently in special hospitals. Re- 
duction of maternal mortality from this source should follow the establishment of 
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more special hospitals and can be controlled in private practice by the universal 
use of an aseptic technic such as would be employed for any surgical operation. 

Eclampsia, like sepsis, is preventable and my own experience leads me to believe 
that the improvement is due directly to prenatal clinics. At Bellevue Hospita! 
since the present routine was developed in 1921, about five thousand women have 
been delivered, with only one case of eclampsia. In 596 consecutive deliveries 
there were 26 cases of toxemia, six of which developed eclampsia and not one of 
these had any prenatal care. Of the remaining 20 cases of toxemia, 14 did not 
have prenatal care and none of the other six developed eclampsia. Obviously an 
extension of prenatal hospital clinics and the adoption of their methods in private 
practice will further reduce the large number of deaths from eclampsia. In addi- 
tion our statistics for both mother and child have greatly improved by the adop- 
tion of conservative methods, for we rarely induce labor and never use forcible 
methods of delivery. 

In hemorrhage, the third most frequent cause of death in childbirth, all pre 
cautions must be taken as a routine for its prevention. Among the operations 
responsible for needless mortality I place the induction of labor first, because with 
the exception of forceps it is the most frequent. The physiologic preparations 
for labor must be present in order for a normal outcome to follow an induction 
and unless this is present difficult operations are often necessary to complete the 
process so thoughtlessly started. High foreeps is a capital operation and should 
never be attempted except by an expert. Cases with floating head should be sent 
to a maternity hospital and in the hands of the moderately expert obstetrician 
version is safer and easier. I believe that the other forceps operations are per 
formed too frequently and require judgment and skill to avoid injury. Although 
the recognized indication is delay, the cause of the same is in many instances not 
diagnosed. I believe, for example, that posterior positions of the occiput occur 
in from 30 to 50 per cent of all vertex presentations and the majority are not 
recognized. Forceps in such cases should only be used when delivery is impossible 
without them and the majority will deliver spontaneously if sufficient time is 
given. 

There is a growing conviction that cesarean operation is done too frequently 
and for insufficient indications, because, like induction of labor, it is easy to per- 
form, although in the best hands it carries a mortality of from 2 to 5 per cent. 
In many instances delay in its performance has resulted in normal termination of 
the labor. The routine application of forceps in normal cases in order to save suf- 
fering on the part of the mother, with possible lacerations and injurious pressure 
is a source of danger because unfortunately too many consider themselves suffi 
ciently expert to use this method and cause serious damage instead of preventing 
it. Routine version in order to reduce the time of labor should also be condemned, 
for except in the hands of one skilled by long practice it will carry an unjusti 
fiably large maternal and child mortality. 

The responsibility of the medical profession in further reducing maternal mor- 
tality is very great. I believe that a material reduction can be made now, at the 
present time, if only the knowledge possessed by the few could become more gen 
eral, 

Less operating, more conservatism is, in my opinion, the outstanding remedy 
for the present high mortality. Education of the medical student, education of 
the mass of medical men not now expert, education of the public to demand better 
expert care, with a willingness to pay for it, the establishment of more hospitals 
devoted exclusively to maternity cases, with greater conservatism and more 
thorough asepsis in private practice will go far towards accomplishing this de- 
sirable result. 
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(Continued from May) 


Dr. OsKAR FRANKL, Vienna, Austria, presented (by invitation) a paper 
entitled The Coincidence and Interference of Uterine Tumors. (For 
original article, see page 745.) 


DISCUSSION 


J. F. BALDWIN, Columbus, Ohio.—Years ago I did supravaginal hysterectomies 
but I had some bitter experiences with cancer or sarcoma developing later, I ac- 
cordingly changed my technic, and now it is only under the rarest circumstances 
that I do not make a panhysterectomy. I think the pictures which have been 
shown us illustrate the wisdom of that course. I do not think it is right to say 
that the increase of mortality between the complete and the incomplete operation 
is worth consideration: if the operation is properly performed a small fraction of 
one per cent will easily cover the difference. I have personal knowledge of 
twenty-two cases in which cancer has developed in the cervix after supravaginal 
hysterectomy. 

There was a paper published in the April issue of the Texas State Medical 
Journal in which the writer, a professor of gynecology in a Southern college, made 
the statement, which to me was amazing and almost unbelievable, that the mor- 
tality as he had found it in different hospitals by different operators, was for pan- 
hysterectomy 9.44 per cent, and for supravaginal hysterectomy 5.29 per cent. His 
conclusion was that the incomplete operation should be advised rather than the 
complete because of this difference in mortality. A little later I noticed that a 
professor of gynecology in the University of Pennsylvania had apparently ap- 
proved of his attitude. In his paper on obstetries yesterday, Dr. Bill urged that 
we should teach better obstetrics and that the doctors should be educated up to 


that level: we should get better doctors and better obstetrics. 


The same principle 
should be adopted in surgery. 


DR. EDWARD J. ILL, Newark, New Jersey.—It would be rather presumptuous 
to try to discuss such figures as we have had presented by Professor Frankl. One 
can hardly come to a definite conclusion in so important a matter simply by listen- 
ing to the reading of this remarkable paper: When this lecture is published it will 
be the source of a good many discussions and a good many hours of careful study. 

I want to say this much, that we are very apt to be misled by figures. Sup- 
pose we should consult the autopsy records of John Hopkins and the Massachu- 
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setts General Hospitals, we will find that twenty-eight per cent of all females 
over thirty-five years have fibroid tumors. If that is the case and their records 
have come from Mr. Hoffman, the statistician of the Prudential Life Insurance 
Co., then a 16 per cent ratio of carcinoma of the cervix in fibroid tumors is only 
an incident in the fibroid question. 

Whenever a malignancy has been found to develop in a fibroid there is a new 
onslaught on these tumors and their unfortunate possessors. Carcinoma can only 
develop in the adenofibroid while sarcoma is developed in any one. It must be 
exceedingly rare as in over seven hundred operations I have seen neither. 

I trust, that Professor Frankl’s paper will not go out as another incentive to 
remove every fibroid. I am told by the pathologist of the Buffalo Cancer Institute 
that he found eighteen malignant fibroids in over twenty thousand cases. Statis- 
tics show, that there are nearly 500,000 women after the thirty-fifth year with 
fibroids in the State of New York. Malignancy must be exceedingly rare and 
should not be an indication for removal of the simple symptomless tumors. 

I trust that when Professor Frankl closes the discussion he will tell us how 
many recurrences there have been in those operated cases. The recurrence in the 
end must be a proof of a malignancy. Pathologists do not always agree on the 
appearance of the specimen presented for their opinions. 


DR. HENRY SCHMITZ, Chicago, Illinois—I was particularly interested in Dr. 
Friinkl’s statement of the incidence of pregnancy. We recently made a study of 
the incidence of the number of pregnancies in 400 consecutive cases of uterine 
earcinomata. In the 400 cases we found 19 per cent sterile women, and 60.5 per 
cent of women with three or fewer pregnancies. We thought this coincidence 
might be due to the predominence of small families in the States. Therefore we 
took 400 women of cancerous age, between 40 and 50 years, who had entered the 
hospital for other conditions than cancer, to establish the number of pregnancies 
in these women. About 21 per cent had no children, and 65 per cent had three 
or fewer children. Therefore the incidence of pregnancy and labor does not unduly 
influence the frequency of carcinoma of the uterus. The only explanation I ean 
offer is a study of the statistics of the Health Department of Budapest. Separate 
records of the Jewish and non-Jewish population are kept. The Jewish women 
always marry early and have a great many children, yet they have in comparison 
to the non-Jewish women only one-third the number of uterine carcinomata. 
Whether this is due to absence of chronic infection in the Jewish women, which 


is prevalent in women limiting the number of pregnancies of labor, in an open 
question. 


Dr. R. R. Huearns, Pittsburgh, Pa., presented a paper entitled The 
Relation of Postoperative Peritonitis to Periodic Epidemics of Infec- 
tion. (For original article, see page 819.) 


DISCUSSION 


DR. PAUL KLEMPERER, New York City.—Sometimes there is an opportunity 
to see postmortem, in children particularly, peritonitis of which we cannot find 
any trace of its origin in the abdominal cavity. Careful examination in these 
cases of the tonsils shows generally an acute tonsillitis. 

I want to call attention that in rare instances we find in the appendix an 
infection which can be traced back to the acute condition in the tonsils. 

I had an opportunity during the last year to see one case of a young woman 
who was admitted to the hospital for an operation on the uterus. The appendix 


AM. ASSN. OBST., GYNEC. AND ABD. SURG. 869 


was removed for prophylactic reasons and in routine examination of the appendix 
we found a few polymorphonuelear cells in the lymphatic tissue. This patient 
had entered the hospital with a slight sore throat, but was operated on im- 
mediately and it was not noticed she was sick. 

We have to consider always the relation between the tonsils and abdominal 
cavity. All cases of appendicitis are not due to primary tonsillitis, but there are 
certain eases of primary tonsillitis. The so-called tonsil of the appendix, may 
follow true tonsillitis. 


DR. HENRY SCHMITZ, Chicago, Ill—We have made over 400 examinations 
of the bacterial flora of the cervical canal before operation and then during or 
after the operation made cultures from the infected areas. The most interesting 
conclusion was that usually the infection following operation is not caused by the 
bacteria found in the cervical canal before operafion. Therefore the infection 
is probably introduced into the patient during the operation. Hence strictest 
asepsis, prevention of unnecessary trauma, the development of an operating-room 
system which enables one to practice speed without undue haste, are some of the 
means to prevent infections. 


DR. H. O. PANTZER, Indianapolis, Indiana~—How recognize the infected 
sase before operation? Foci of infection exist in these cases, and the question is, 
how to detect them. They are very prone to be anywhere within the abdomen, 
preferably within the parts we are called upon to operate, because these parts 
constitute each a locus minoris resistentae which by the bacteremia prevailing 
with the epidemic infection may have become infected with the disease. 

Take rectal temperatures. It is surprising to what extent this will inform 
you. I have taken oral and rectal temperatures since 1891 and have had a guide 
in this procedure that has been very helpful to me. 

My first case was a most striking one. A woman was operated on for an un- 
complicated retroflexion of the uterus. In the preantiseptie days we expected 
trouble after every operation. Within twenty-four hours my patient had a 
temperature of 103.° I examined the pelvis and the abdominal wound and could 
find no evidence of infection. My vaginal touch did not indicate to me tempera- 
ture as high as registered, and I suggested to the nurse that she take the tempera- 
ture again. It was found as before. I then had it taken by rectum, and, while 
we had 103 by mouth, we had only a little over 100 by rectum. It indicated 
the focus of infection was remote to the pelvis, was nearer to the mouth. 
Examination of the throat revealed white patches there. When the patient 
learned of this, she replied, ‘‘Why yes, I have such disease recurrent every now 
and then.’’ Accordingly the abdominal temperature in eases of infected foci 
within its bounds will ordinarily reveal one to more degrees by rectum than by 
mouth. How proceed in such cases? Give natural sodium salicylate in ample doses, 
une drachm and more daily a few days before operating. It is surprising how well 
this controls old infection. 


DR. W. C. G. KIRCHNER, St. Louis, Mo.—Recently a case was referred to 
me for gall-bladder operation. After a very careful examination my findings 
were negative as to the gall bladder, but there was a slight fever. I thought 
at first it was tuberculosis, and after x-ray pictures were taken and a careful 
study made, that was discarded. The blood examination showed the presence 
of streptococcus in the blood, and such a case then would not be a very favorable 
one for operation on account of the danger of a general peritonitis resulting. 


DR. W. WAYNE BABCOCK, Philadelphia, Pa.—It takes some courage to 
report cases of peritonitis after an apparently clean peritoneum was opened, 
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as not due to the operator or operation. From the old idea that idiopathic 
peritonitis occurred, we reached the point where we felt that peritonitis could not 
develop after an operation unless we were responsible. That was a good attitude 
to take. But we do know that pneumococcic peritonitis occurs after pulmonary 
infection and that hemolytic streptococcic peritonitis occurs during influenza. 
These hematogenous peritoneal infections are usually fatal. It is very reasonable 
to believe that if there are virulent bacteria circulating in the patient’s body 
and we open the abdomen before the patient’s resistance has been stabilized, we 
may localize and excite the infection in the peritoneum. This, I think, is the im- 
portant point about the paper, that we should, if possible, avoid operation when 
a patient has an acute infection lest we excite trouble. We should fear the reac- 
tion in the peritoneum as we have in the lungs, and as we have feared the simpler 
and supposedly noninfectious reaction that so often occurs when we operate during 
the menstrual period. 


OBSTETRICAL SOCIETY OF PHILADELPHIA 
MEETING OF NOVEMBER 6, 1924 


Dr. Jesse O. ARNOLD IN THE CHAIR 


Dr. Pumir F. WitiiaMs presented a specimen of Abdominal Preg- 
nancy. 


This patient was received in the Presbyterian Hospital, with a diagnosis of 
threatened miscarriage. Upon examination by an assistant I was notified that she 
had a probable incarceration of her uterus, about six months’ pregnant. Instruction 
was given that an attempt at reposition be made, and if possible the uterus be 
evacuated per vaginam. This was found to be impossible and I then examined 
the patient and diagnosed a cystic mass obstructing the inlet. As it was possible 
to feel a solid portion within the cyst, I felt that it was very probably a dermoid. 
[ also was impressed that it would be extremely dangerous, if not impossible, for 
the fetus to be extracted per vaginam and therefore advised section. 

At the operation we found that there was a cyst obstructing the pelvic inlet, 
but that it happened to be the amniotic sae and placenta, and that the true diag 
nosis was an advanced abdominal pregnancy. I have seen several cases of ab 
dominal pregnancy, but never one showing this particular finding, namely, a cystic 
mass obstructing the pelvic inlet. 

The baby was breathing when delivered and of course the placenta was there 
fore a possible source of fatal hemorrhage. 

In this particular instance there was bleeding from the iliae artery, which 
necessitated a lateral ligature. The woman has done perfectly well since the 
operation. 

The point of paramount interest in this case was the difficulty in diagnosis. 


I had never seen an extrauterine pregnancy which could so perfectly simulate an 


ovarian cyst impacted in the pelvis during pregnancy. 
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Dr. CHARLES C. Norris and Dr. M. E. Voer contributed a paper en- 
titled Malignant Ovarian Neoplasms, with Report of the Result in 
a Series of Fifty-six Cases,* which was read by Dr. Norris and in 
which the conclusions were as follows: 

1. In a series of 1,028 ovarian neoplasms, 11 per cent were malignant. 


2. The symptomatology is frequently silent even when the tumor is of large size 
and dissemination has occurred. 


3. The histologic diagnosis is of great aid in determining the prognosis and 
may give valuable information regarding the value of postoperative x-ray and 


radium treatment. 

4. The two most frequent forms of malignant ovarian tumors are the glandular 
adenocarcinoma and the papillary adenocarcinoma. 

5. Our end-results showed 23 per cent of the glandular adenocarcinomatous 
patients alive three years or more after operation as against 70 per cent of the 
papillary adenocarcinomata. 

6. Almost 60 per cent of cases which appear favorable at operation survive 
three years, 

7. Malignant ovarian neoplasms have their origin in one of five ways: they 
ure (1) malignant from onset; (2) degeneration of a benign tumor; (3) meta- 
static; (4) implantation growth (often transtubal); (5) contiguity. 

$8. Benign ovarian neoplasms frequently undergo malignant change, usually of 
the epithelial type. 

9. The transtubal route of dissemination from a fundal carcinoma to the 
ovary is not uncommon. 

10. The transtubal dissemination from an ovarian carcinoma to the fundus of 
the uterus is possible. 

11. Ovarian carcinomata may originate from perforating (Sampson) cyst. 

12. In such associated cancers the ovarian lessions are the largest, regardless 
of which is the primary focus. 

13. The prognosis under such conditions is unfavorable, seven of our eight cases 
failed to survive three years. 

14. The prognosis is less favorable in the primary malignant than in the 
cases of malignant degeneration of benign cysts. 

15. Even when apparently hopeless, cases of malignant ovarian cyst should gen 
erally be submitted to laparotomy. 

16. During the removal of malignant ovarian cysts, tapping of the tumor to 
facilitate its removal through a small incision is likely to result in dissemination. 

17. Primary malignant tumors are usually bilateral and malignant degenera- 
tion of benign neoplasms tends to become so. 

18. Secondary malignant ovarian tumors are generally larger than the primary 
growths from which they originate. 

19. Malignant ovarian neoplasms may occur at any age.. 

20. Seven per cent of the pseudomucinous ovarian cysts showed carcinomatous 
degeneration and a smaller proportion of the dermoids. 

21. The differentiation between the semimalignant simple ovarian papillomata 
and eareinoma is frequently impossible before operation and. in some instances 
eannot be made except by histologic examination. 

22. Recurrence generally develops in the first year, less frequently during the 
second and rarely after the third year. 

23. The prognosis is decidedly less favorable in bilateral cases than when the 


neoplasm is single. 


*This paper will appear in full in a later issue 
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24. In the presence of a malignant ovarian tumor on one side and a normal 
ovary on the other, a hysterectomy and bilateral salpingooopherectomy is the safest 
procedure. 

25. The value of postoperative irradiation with x-ray or radium is still undeter 


mined but was uniformly unsuccessful in our small series. 


DISCUSSION 


DR. BROOKE M. ANSPACH.—In looking rather hurriedly over my own cases, 
and taking the clinical 1eports only, in a series of twenty-nine cases, combining 
all forms of ovarian carcinoma, there were nine cases absolutely hopeless: as soon 
as the abdomen was opened this fact was unquestionably apparent. The average 
age of these women was fifty-one; there was one, forty years old; there were two, 
forty-three years old. In the papillomata, which may be called semimalignant, 
the practical fact that I have gleaned from my experience is that one should always 
try to remove the tumor, if it seems technically possible to remove the greater part 
of it. Even though you leave some neighboring areas, it is possible that the 
growth will undergo regression, and the patient will recover. It is probably true 
that in such instances the papillomata were not malignant. About 66 per cent 
of these papillary growths are malignant, but nothing short of the most care 
ful histologic examination of the whole mass will determine in a given case 
whether it is or is not malignant. I have had three cases at least in which, 
after removal of the major part of the growth, there was still a considerable 
area left behind, and, so far as I know, these three patients are still alive 
and well. In one, I used radium, in another I used the x-ray after the operation, 
and in the third case neither of these was employed. 

We should remember that carcinoma of the ovary may give rise to very few 
svmptoms. If one reviews the history of such cases he will find that there 
have been symptoms but they have been so vague as to disturb the woman very 
little, and consequently she has not consulted her physician. In a patient I saw 
last year, with a very extensive growth, attention had not been directed to the 
pelvis until the last minute; she had lived close to a physician who was her relative; 
she had had practically no symptoms except a few which were vaguely styled 
‘‘intestinal indigestion’’; there was no menstrual disturbance, and no pelvic pain. 
Such eases show how eareful we should be in taking notice of any symptoms which 


% Woman presents that may be referable to this dreadful disease. 


Dr. THomas R. MorGan read a paper entitled Observations on the 
Rubin Test. (For original article see page 843.) 


DISCUSSION 


DR. JOHN C. HIRST.—I am glad to hear Dr. Morgan’s statement that he does 
uot find any better apparatus than the original Rubin. I co not see how it 
could be improved, for the purpose. We are doing all our work with the original 
wpparatus. The rate of flow of the gas I think is one of the most important 
factors. I believe the pulsating mechanism should rotate at the utmost not over 
four pulsations a beat. Over that will cause uterine spasm and falsify our read- 


ings. We all know that low pressure and high pressure are not necessarily relative 
terms. To illustrate: In one patient on whom I did the test last year the 
gas passed at a pressure of 40 mm., she ‘developed pain after the test and three 
or four days afterwards because of excessive pain I opened her abdomen and 
found a ruptured tube; because of hydrosalpinx the gas had passed through the 
rupture near the uterine end of the tube. Again, as to high pressure, I had one 
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rather remarkable case of a woman, who was sterile for some four years. I did 
this Rubin test upon her four separate times at intervals of two weeks, she was 
patient enough to undergo the ordeal. The tubes were nonpatent at 220 mm. 
after the fourth test. Six months later she had a three months’ miscarriage, fol- 
lowing this nonpatent Rubin test. So I believe we have to discount both our low 
and our high pressures. As to gas suddenly passing through tubes after reaching 
170 to 180 and then dropping, I believe that is often due to breaking up of 
adhesions closing the abdominal end. of the tube. We have had several of these 
cases and quite a few became pregnant very shortly after this Rubin test which 
would not, I think, have oecurred if the sudden dropping had not been due to 
a rupture of the tube. Our percentage of closed tubes, or of nonpatent tubes, 
whether they are really nonpatent or not is curiously close to Dr. Morgan’s. 
In patients who come to consult us for sterility we find 42.5 per cent in whom 
the gas would not pass at 200, which is our upper limit. There is one point of 
technic. The cervix must be steadied by a tenaculum; if that is caught in anterior 
or posterior lip we find it impossible to make a tight closure of the os. The 
tenacula should catch on either side of the cervical canal. If the vagina is filled 
with fluid, leakage of gas can be shown better. I understood Dr. Morgan to say 
that there was no case of ruptured ectopic pregnancy ruptured by the test. Is 
that so? 


DR. MORGAN.—I cannot find one. 


DR. HIRST.—I had one patient in hospital apparently sterile; no demonstrable 
signs of pathology in the pelvis. I recommended the Rubin test for her. Within 
five days of that test she had typical signs of ruptured ectopic pregnancy and 
abdominal section confirmed this. As long as it is the first one I might as well 
report it. 

It is possible to tell the oeclusion of one or the other tube by auscultation over 
the lower abdomen. The gas can be heard bubbling through. There is only one 
other point I wish to mention. What are we going to do with patients who have 
apparently stenosed tubes where the gas pressure passes at 150 to 180 mm.? What 
treatment can be instituted? There are only two things to do: The Rubin 
test, repeatedly, or abdominal section to open up the ends of the tubes, which 
I believe is an entirely unjustified procedure, based on the wrong idea that the 
fimbriated end is the only part occluded. To do salpingostomy on the abdominal 
end of the fallopian tube and then close the abdomen with the smug idea that 
you have relieved the condition is the height of folly. In the many patients 
on whom this was done I had one patient only who became pregnant and she 
had an extrauterine pregnancy and required operation for its removal. If the 
operation is done, however, I think the Rubin procedure has another value; to 
attempt to keep open that tube. In these borderline eases, where you find partially 
oceluded tubes that eannot be dilated by the Rubin procedure, to allow the gas 
t 


) pass at a low pressure, I believe nothing more radical should be done. 


DR. CHARLES MAZER.—I wish to report a case of salpingostomy followed 
hy pregnancy, operated upon five years ago and which I was treating by means 
of the Rubin test in the hope of opening the tubes. After four repeated attempts, 
the gas entered the peritoneal cavity at a pressure of 180 mm. The woman be- 
eame pregnant. I am in the habit of introducing not less than 300 ¢.c. of carbon 
dioxide and do not consider the test positive, unless there is pressure in the epi- 
gastrium and pain in one or the other shoulder. I have done, approximately, 1100 
to 1200 Rubin tests during the past four years, most of these in my office. The 
patients remain in the rest room approximately ten minutes after the procedure, 
and I have never seen any untoward results. 
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The important feature in the improper performance of the test, is the rapid 
introduction of the gas. In many cases that were pronounced absolutely occluded 
1 find patent tubes when I permit the gas to enter very slowly, say three revolu- 
tions per minute. The introduction of more gas into the uterus than the lumen 
f the tubes will permit to pass, will cause an ever increasing intrauterine pres 
sure with a rise of the mercury column to 200, notwithstanding patent tubes. 


DR. JOHN A. MCGLINN.—I have not use the Rubin test in my office; I do 
not approve of it. My experience was presented before the society last year 
relating certain dire results which have occurred in my work from the use of 
tests. Dr. Hirst reports a case of rupture of a tube at 40 mm. pressure, I think 
ours Was at 20. This particular case was examined under anesthesia before the 
test was done. We had three cases of tubal rupture and one very pronounced 
pelvic. inflammatory disease following the use of the Rubin test. The Rubin test 
is of great value in the study of sterility but it is not without danger and its use 
should be safeguarded. I had a case recently where the test was positive for 
ceclusion. The patient had an induced abortion done after she left her husband. 
She developed pus tubes and was operated on in a Western Hospital where the his 
tory showed that both tubes and one ovary had been removed. Married again and 
very anxious to conceive, she had a Rubin test done by one of the best men in 
Philadelphia, who reported both tubes absolutely closed. She later aborted at about 
two and a half months of pregnancy. The Rubin test was positive for occlusion, 
both tubes and one ovary had been removed and yet she conceived. I have only 
had one ease in which pregnancy followed salpingostomy and that was a tubal 


pregnancy. 


DR. EDWARD A. SCHUMANN.—As I understand the Rubin test, it was 
originally designed as a method of determining whether the tubes were or were not 
patulous. If they were patulous to the passage of gas then it was to be presumed 
that the sterility was not of tubal origin. If they are not patulous to gas, what 
about it? The use of gas as a therapeutic measure and dilator for the tubes seems 
to be a very valuable procedure in light adhesions. What shall we do when the 
test is positive, and the tubes closed? Salpingostomy is a procedure of but little 
value, the pregnancies being so small in proportion to the number of cases, that 
the operation is no longer in common use. The opening of the fimbriated end of 


the tube means nothing, as it closes up again in twelve hours from exudate. 


DR. BROOKE M. ANSPACH.—The Rubin test is principally of value in the case 
of a woman who is sterile and yet shows no gross lesions to account for her sterility. 
llere it is well to know whether the tubes are patulous or not before formulating 
wu plan of treatment, the object of which is to promote conception. If the tubes 
are not patulous she has no chance for any treatment short of salpingostomy. 
Although salpingostomy is very often a failure it is not always so, and cases of 
pregnancy have been reported following its use. When occulsion of the tubes has 
been diagnosed by Rubin’s method, one may be surprised, on opening the abdomen, 
to find the abdominal ostia open. Under these circumstances, the use of Curtis’ 
method of injecting air through the tube into the uterus may show an obstruction 
at the interstitial portion of the tube. I have had but one experience which 
might have had a bad ending as the result of transuterine insufflation of the tubes. 
[I had used Haney’s method of injecting air through the uterus by means of a 
glass syringe with a conical point, just previous to dilatation of the cervix and the 
introduction of a cervical stem. In this instance, the air passed through after a 
little resistance and I concluded that there was no pathology in the tubes. After 


[ had placed the stem, following the usual custom, of a final pelvic examination 


to make sure that the uterus and the stem were in proper condition, to my sur- 
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prise, I found that the patient had an enlargement to the left of the uterus which 
had not been there before the operation. I obtained permission to open the 
abdomen. She had an old hydrosalphinx which, previous to the operation, was 
empty, the fluid having escaped through the uterine end of the tube. The injection 
of air had distended the closed sac, so that it formed a tumor as large as the 
Heshy part of the thumb. After exposing it you could press upon it and force 
the air down into the uterus. I removed the hydrosalpinx, and the woman of 
course was better off than if we had not made the test. Because it has some- 
times caused the rupture of an extrauterine pregnancy, I see no reason why 
Rubin’s test should be given up altogether. Cases of extrauterine pregnancy have 
been ruptured by simple bimanual examination. We must not give up as hope- 
less these cases of tubal occlusion. Dr. Estes of Bethlehem reported at the State 
Medical Society Meeting, a year or so ago, several cases of pregnancy which had 
followed the operation of implanting the ovary into the cornu of the uterus, where 
the tube had been cut off flush with the uterine surface. Recently I read the de- 
scription of an operation devised by a French surgeon, in which the ovary was 
implanted into an opening made in the wall of the uterus, which went entirely 
through the myometrium, so that part of the ovary projected into the endometrial 
cavity. While this is a little more heroic than I should fancy, we must continue 
to try to relieve these unfortunate women. 


Item 


At the Annual Meeting of the American Gynecological Society held 
at Washington, D. C., May 4th, 5th and 6th, 1925, the following of- 
ficers were elected for the ensuing year: President, Dr. Franklin 8. 
Newell; First Vice-president, Dr. Hiram Vineberg; Second .Vice- 
president, Dr. C. Jeff Miller; Secretary, Dr. Arthur H. Curtis; Treas- 
urer, Dr. Charles C. Norris. Other members of the Council: Dr. 
George Gray Ward, Dr. John A. Sampson, Dr. Barton C. Hirst, Dr. 
Howard C. Taylor, Dr. Robert T. Frank, Dr. Henry T. Hutchins. 


Errata 


In the article by Dr. Paul Klemperer, May issue, the sentence in 
the fourth line, page 623, should read: In three cases of cervical 
‘arcinoma the first histologic examination showed the classic picture 
of basal-cell carcinoma. 


In article by Dr. Robert T. Morris, April issue, the legend under 


Fig. 3, line three, should read: Dots mark other ganglia that are not 
hypersensitive in this condition. 
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Collective Review 


New Books 
By Rospert T. Frank, A.M., M.D., F.A.C.S., DENVER, COLORADO 


HE publication of the English translation of Billroth’s 7h 

Medical Sciences in the German Universities’ could not have ap- 
peared at a more opportune time. Though written nearly fifty years 
ago it appears that the same problems vex the medical educator now 
as then. Billroth traces the origin of the modern medical faculty 
from its humble beginning from two to three part-time didactic teach- 
ers who expounded Galen and Avicenna, to its present complicated 
personnel. Just as today the expense of modern medical education, 
the difficulty of obtaining teachers, the impossibility of providing 
adequately for rural population, the selection of a proper student 
body, the suggestion to shorten and simplify the premedical and med- 
ical curriculum, was violently agitated. To anyone interested in the 
problems just enumerated, as well as to anyone who enjoys the his- 
tory of medicine, this volume will prove delightful and profitable 
reading. 

One of the problems which stirred medical circles in Billroth’s time, 
still eontinues to be a live topie. The survey just concluded by 
Mayers and Harrison for the General Education Board on the dis- 
tribution of physicians in the United States* sufficiently attests this. 
Vacant rural locations are the most striking evidence of uneven dis- 
tribution. The investigators busied themselves in determining the 
accessibility and cost of medical services in rural areas, and, finally, 
in trying to analyze the causes producing the shortage. The question 
of remedying the situation is of utmost moment. Mayer and Harri- 
son strongly oppose the suggestion of educating a substandard class 
of physicians for rural practice or of reducing the requirements or 
the standards of medical education. 

At the age of seventy-eight years, after a busy and eventful life 
A. Martin has written an autobiography*® primarily intended for the 
circle of his family and the untold number of students and assistants 
who know and honor him. To the casual reader this intimate and 
detailed description of cousins, uncles and aunts, of involved German 
_?The Medical Sciences in the German Universities. A study in the history of civiliza- 
tion. Translated from the German of Theodor Billroth. with an introduction by 
William H. Welch. New York, Macmillan Company. 1924. 


"The Distribution of Physicians in the United States. By Lewis Mayers and Leonard 
V. Harrison. General Education Board. New York, 1924. 


*Werden und Wirken Eines Deutschen Frauenarztes. Lebenserinnerungen von A. 
Martin. Verlag von S. Karger, Berlin. 1924. 
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genealogies and titles, appears a trifle ponderous and prosy, but after 
this first feeling is overcome the exposé of life in Prussia immediately 
before and after the Franco-Prussian war of 1870 is illuminating. 
Even arrived at ripe old age Martin cannot refrain from gloating at 
the wanton insult offered by him to a French general officer released 
on parole after the surrender of Metz. 

The excellent contributions to gynecology and obstetries, resulting 
from Martin’s efforts, are touched upon in a most modest way. 
Numerous trips to England, France and this country are entertain- 
ingly deseribed. If one is willing to overlook the many literary 
shortcomings of this biography its perusal will richly repay. 


GYNECOLOGY 


Stoeckel and Reifferscheid’s textbook of gynecology,* which is 
characterized as the thirteenth edition of H. Fritsch Diseases of Women, 
is entirely rewritten and remodeled. For laudably sentimental rea- 
sons it is inseribed to Fritsch, their master and teacher. Few short 
textbooks of gynecology can compare in worth to this volume. 

Much of real interest is given in the usually colorless chapter deal- 
ing with the examination of the patient. Throughout, directions for 
therapy are clear-cut, sensible and conservative. The advice not to 
frighten women into consenting to a hysterectomy for minor cervical 
lesions, because of their ‘‘ precancerous’’ possibilities is excellent. The 
illustrations are good, and the colored plates, which are fifty-nine in 
number, are the most striking and instructive that I recall. For sub- 
acute and chronic adnexal disease protein-therapy and diathermy are 
recommended. The arrangement is regional except that special chap- 
ters are devoted to gonorrhea, pelvie tuberculosis and sterility. Chap- 
ters are devoted to diathermy, to hygiene and to the gynecologic phar- 
macopeia. 

The numerous references to the literature are strictly German. Just 
one American author, T. S. Cullen is referred to, and several illus- 
trations from his Carcinoma of the Uterus are reproduced, due credit be- 
ing accorded. Considering the size of the book, too much space has been 
devoted to radiotherapy. The operation for anterior colporrhaphy 
is inadequate. All in all, however, this short treatise is admirable. 

Bland’s Gynecology, Medical and Surgical,’ forms a bulky volume. 
It is, as the author himself emphasizes, a compilation, modeled on 
Montgomery’s well known textbook, but as I may add, judiciously 
tinetured by Bland’s experience. The book is encyclopedic in scope 
as is shown by the detailed description of such procedures as the Ab- 
derhalden and Wassermann tests, vaccines, transfusion, many methods 
of conservative gynecologic treatment. Considerable space is devoted 
to organotherapy, x-ray and radium, yet anatomy is compressed into 
less than one page of the more than 1200! On the other hand full 
space is devoted to conservative measures and excellent judgment 
is displayed in the advoeacy of conservatism. Operative gynecology 
is likewise described with precision and detail. The numerous illus- 

‘Lehrbuch der Gynaekologie. Von Professor Dr. W. Stoeckel. Universitaet Leipzig, 
und Professor Dr. K. Reifferscheid, Universitaet Goettingen. Voellig neubearbeitete 


13. <Auflage des Lehrbuches von H. Fritsch. Mit 443 Abbildungen im Text und auf 
59 farbigen Tafeln. Verlag von S. Hirzel, Leipzig, 1924. 


‘Gynecology, Medical and Surgical. By P. Brooke Bland, assistant professor of 
gynecology, Jefferson Medical College, ete., etc., with 644 illustrations, mostly original, 


including 43 colored text figures, and 12 insert plates, 10 of which are in colors. F. A. 
Davis Company, publishers. Philadelphia, 1924. 
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trations, though lacking in artistic merit, are adequate and instruc- 
tive. Although the book is replete with quotations and innumerable 
authors are referred to by name, not one detailed reference to the 
literature will be found. 

To contribute to a composite work always involves a personal sac- 
rificee comparable to anonymity, for, to the memory of the average 
reader, only the name of the editor remains. The third edition of 
Diseases of Women by ten teachers® is but a slight revision of the 
second edition. The book is well-planned, short and clear. The chap- 
ter on chronic ill-health in women from the psychologie aspect, and 
neurasthenia in relation to pelvie disease is to be commended. 

To my surprise no mention is made of the Rubin insufflation test 
in the diagnosis of sterility. The coneept of ‘‘chronie endometritis”’ 
is still insisted on. The radicalism advised in the treatment of ad- 
nexal disease is contrary to the best American and continental opin- 
ions. 

Cancer of the Uterus by Faure’ is in the main a surgical exposition. 
The introductory chapters on pathology, symptomatology and diagno- 
sis are based largely on Siredey’s collaboration with the author in 
their large Traité de Gynécologie. Faure advocates biopsy to assure 
the diagnosis. On the other hand he prefers operations to radium in 
all operable eases, and considers cases in which the uterus is mobile 
as operable. He performs an abdominal panhysterectomy with pre- 
liminary ligation of the hypogastric arteries. The Wertheim vaginal 
clamp is not employed and no attempt to remove all lymph glands 
is made. He coneludes the operation by extensive drainage a la Mick- 
uliez. As no statistics are given, his final results cannot be evaluated. 

Wintz, together with Dyroff,’ has added another small atlas to the 
two already reviewed in these columns (radiotherapy of carcinoma 
of the breast, and of uterine eanecer), which deals with the technic 
and interpretation of pneumoperitoneum induced through a puncture 
of the abdominal wall. 

The authors inject 500 to 700 ¢.c. of air, taking precautions re- 
sembling those used for induction of pneumothorax, in order to avoid 
subeutaneous emphysema, air embolism and puneture of intestine. 
Excellent illustrations of x-ray photographs, with elucidating sketches 
of operative confirmation of the findings, lend additional value to 
this interesting and important technical guide. 

Two monographs pertaining to the field of gynecology appear 
among the Wiirzburger Abhandlungen. 

Stiibler and Brandes have worked up the ovarian growths® treated 
at A. Mayer’s elinie at Tiibingen. The material covers 682 tumors. 
The authors throw no new light upon the questions of genesis or treat- 
ment. 


®‘Diseases of Women. By Ten Teachers. Under the direction of Comyns Berkeley, 
Obstetrics and Gynecological Surgeon to the Middlesex Hospital, etc. Edited by 
Comyns Berkeley, H. Russell Andrews, and J. S. Fairbairn. Illustrated. Third Edi- 
tion. Edward Arnold & Co., London, 1924. 

‘Cancer de l’Uterus. Par Jean-Louis Faure, professeur de clinique gynécologique 
& la faculté de médecine de Paris. Avec 113 figures dans le texte et 4 planches en 
chromtypographie hors texte. Libraire Octave Doin, Paris, 1925. 

8Das Pneumoperitoneum in der Gynaekologie. Von Dr. Hermann Wintz, Professor 
und Direktor der Universitaets-Frauenklinik in Erlangen, und Dr. Rudolf Dvyroff, I 
Assistent der Frauenklinik Erlangen. Mit 5 Abbildungen und 51 Lichtdrucktafeln. 
Verlag von Georg Thieme, Leipzig, 1924. 

*Zur Pathologie und Klinik der Ovarialtumoren. Von Dr. E. Stuebler und Dr. Th 
Brandess, Assistenzaerzte der Universitaets-Frauenklinik in Tuebingen. Verlag von 
Curt Kabitzsch, Leipzig, 1924. 
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Pankow in a short monograph reviews the question of genital tuber- 
culosis’® in the female. He is averse to operation and advises deep 
x-ray therapy (149 to %4 H.E.D.) every four to six weeks. 

Kidd and Simpson" have written a clear-cut, simple and instructive 
book on the common infections of the female urethra and cervix. The 
venereal clinic appears of more recent origin in England than in this 
country and the authors consider themselves pioneers. The main 
line of treatment consists of daily urethral and vesical irrigations 
with potassium permanganate solution and frequent intracervical and 
vaginal applications of a 2 per cent aqueous solution of acriflavin. 
They claim to have had less than 5 per cent of tubal infections in 650 
consecutive cases, an almost ineredible record. 

Bacteriology, special treatment of arthritis, proctitis, ophthalmia, 
vulvovaginitis of children, are all considered. The book is useful and 
to be recommended. 

Lipsehiitz’® has written a short booklet on Ulcus Vulvae Acutum a 
rapidly developing and extending superficial, painful uleer of the 
genitals, not venereal in origin and showing a marked tendency to 
reeurrence. He considers the bacillus crassus, seemingly identical 
with Doederlein’s bacillus, as the etiologic factor. The author’s con- 
tention is unconvincing both as to the etiology and the clinical syn- 
drome. 

The Report of the Scientific Researches on the Venereal Diseases™ 
contains a very clear, usable and yet short résumé of additions to our 
knowledge on the culture of the gonococeus, Ducrey’s bacillus, and 
staining of the spirochetes, with other new research articles along 
similar lines. 

The third edition of Wossidlo’s Cystoseopie Atlas’* resembles its 
predecessors. The colored illustrations remain superb and strictly 
true to nature. Every eoneeivable eystoseopie picture is reproduced 
in eolors. The short text is well arranged and serves as a running 
commentary to the plates. 


OBSTETRICS 


The first volume of the second edition of a Handbook of Obstetrics 
under the editorship of Doederlein*® has just appeared. The first edi- 
tion was published in 1915 and aimed to present the advancement in 
midwifery which had taken place since v. Winckel’s monumental work 
was completed. The present edition is revised by the same authors 
who wrote for the previous one, except Jung and Veit,-who have died 
in the interim. 

The anatomy and physiology of pregnaney (embryology) is dealt 
with by Graf Spee in a masterly fashion. He expresses no opinion 

WPiagnose und Therapie der Genital Tuberkulose. Von Professor Dr. O. Pankow, 
Duesseldorf. Wuerzburger Abhandlungen. Neue Folge, Bd. 1 H. 2 Verlag von Curt 
Kabitzsch. Leipzig, 1923. 

Common Infections of the Female Urethra and Cervix. By Frank Kidd, and A. 


Malcolm Simpson, with additional chapters by George T. Western and M. S. Mayou. 
Oxford University Press, London, etc., 1924. 

L2Uleus Vulvae Acutum. Von Dr. B. Lipschuetz, Privatdozent an der Universitaet 
Wien. Mit 23 Abbildungen im Text. Verlag von Leopold Voss, Leipzig, 1924. 

BReport of the Scientific Researches on the Venereal Diseases. Published by the 
American Social Hygiene Association. New York, 1924. 

4K ystoskopischer Atlas. Ein Grundriss fuer Studierende und Aerzte. Von Dr. 
Erich Wossidlo. Berlin. Dritte Auflage. Mit 53 Abbildungen im Text und 48 farbigen 
Tafeln mit Tafelerklaerungen. Verlag von Wilhelm Engelmann, Leipzig, 1924. 

MHandbuch der Geburtshilfe. In drei Baenden und Ergaenzungsband. Herausge- 
geben von A. Doederlein, Muenchen. Erster Band mit 279 Abbildungen im Texte und 
4 Tafeln. Zweite Auflage. Verlag von J. F. Bergmann, Muenchen, 1924. 
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on the time relation of ovulation and menstruation, while Sarwey com- 
pletes this subject with the gross anatomy of uterus, placenta and 
ripe fetus, together with the changes in the entire maternal organism. 

Neu treats of the diagnosis of pregnancy, his chapter also being 
published as a separate monograph. He regards the Abderhalden and 
phloridzin tests as unreliable. Multiple pregnancies are discussed by 
Il’. Weber. Hugo Sellheim, who has done such fundamental work on 
the mechanism of labor, discusses the physiology of labor in greatest 
detail entering especially into the physics and mechanics. 


HRisenreich has revised the late Jung’s chapter on the physiology 
of the puerperium, v. Pfaundler devotes 300 pages to the newborn, 
including physiology as well as the diet and care. Ejisenreich con- 
cludes the volume with the hygiene and diet of the pregnant woman. 
Numerous references to the literature aid in making the treatise a 
reference handbook. 

The second edition of J. C. Hirst’s Obstetrics* is a short, incisive 
book such as is needed by the hard pressed third year student in con- 
neetion with his demonstrations and quizzes. Under these cireum- 
stances it is permissible to abbreviate or omit ‘‘academie discussion 
and unproved theories,’’ but the author must remember his respon- 
sibilities and weigh each word. Such a loose statement as appears on 
page 34 that ‘‘in the majority of women menstruation and ovulation 
are practically synchronous’”’ is quite unjustified, just as his personal 
theory (p. 199) ‘‘that every woman is constantly absorbing corpus 
luteum.’’ When she becomes pregnant the author states the corpus 
luteum of pregnaney does not ‘‘absorb’’ at once but increases in 
size! The text and illustrations, the latter judiciously chosen from 
many sources, are on the whole satisfactory. The latest aequirements 
such as intravenous dye therapy for sepsis and the Kielland forceps 
are described. 

Hammedschlag has written a textbook on Obstetric Operations.” 
A short but very instructive introductory chapter on indications, is 
followed by detailed description of preparatory operations (interrup- 
tion of pregnancy, dilating operations, operations enlarging the bony 
pelvis, version). Nearly 200 pages are devoted to operative delivery. 
The indications for high foreeps are clear-cut and orthodox, demanding 
engagement of the largest diameter. The Kielland forceps is superior 
to other models as a rotator of the head, but it is not to be recom- 
mended as a universal forceps, nor to be given into the hands of 
the general practitioner. No new acquirements are noted in cesarean 
section. The mortality of the trans- and extraperitoneal operations 
are approximately alike. The mortality of vaginal cesarean section 
is higher than that of the abdominal operation. The book is a com- 
plete guide based largely on Winter’s precepts. 

Since 1897, Jellett’s Midwifery’® has undergone nine editions. As 
heretofore, it is an exposition of the methods current at the Rotunda 

%’Manual of Obstetrics. By John Cooke Hirst, Associate professor of gynecology 


and obstetrics, graduate school of medicine, University of Pennsylvania, etc., etc. 
W. B. Saunders Co., Philadelphia, 1924. 


“Lehrbuch der Operativen Geburtshife. Von Professor Dr. Sigfrid Hammerschlag, 
Direktor der Brandenburgischen Hebammenlehranstalt und Frauenklinik in Berlin- 
Neukoeln. Zweite neubearbeitete Auflage. Mit 200 Abbildungen. Verlag von S. Hirzel, 
Leipzig, 1924. 

%A Short Practice of Midwifery. Embodying the treatment adopted in the Rotunda 
Hospital, Dublin. By Henry Jellett, Consulting Gynaecologist, Rotunda Hospital, etc., 
ete. Ninth Edition revised. With 4 colored plates and 263 illustrations. J. & A. 
Churchill, London, 1924. 
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Hospital of Dublin and has, in an appendix, statistics from this hos- 
pital based on 57,412 cases. For a short treatise Jellett’s book is ac- 
curate and useful. 

Moraes’®® has written a short, elementary, but, yet detailed obstetric 
propedeutie, which if used in connection with a lecture course, should 
prove most useful. He stresses the frequency of disturbances in 
pregnancy quoting Mauriceau’s ‘‘la grossesse est une Maladie de Neuf 
Mois.’’ Much emphasis is placed upon the glands of internal secre- 
tion, among which the mammary gland is introduced (?). Few books 
of its kind show as much familiarity with the world’s literature as this 
volume. The chapter on ‘‘biologieal reactions’’ is especially complete. 
Text and illustrations both make this short volume exceptionally ac- 
ceptable. 

Fitzgibbon’s Midwifery”® is really ‘‘practical.’’ The emphasis he 
places on normal labor, which he correctly states composes over 90 
per cent of all deliveries, is refreshing. The treatment advised, is 
most conservative. Present Rotunda methods are deseribed. The sim- 
ple line drawings are exceptionally instructive. 

MeNeile’s*! little manual on Pathological and Operative Obstetrics 
is most attractively gotten up in loose leaf binding. The text is con- 
cise, elementary, shows common sense and a conservative attitude. 


ENDOCRINOLOGY 


Gatman has translated the third edition of Weil’s book on The Jn- 
ternal Secretions?? in a ereditable manner. The treatment of the 
subject differs from the conventional in that the way is taken up 
in which each physiologic function is controlled by the action of one 
or more endocrine glands. I instance as typical chapters the ecir- 
culation of the blood, respiration and voice production, metabolism, 
and reproduction. Although many debatable points are described 
as settled or accepted, the novel method of presentation gives real 
value to this short treatise and must prove stimulating to all who 
read it. The author’s training as a physiologist has without doubt 
enabled him to regard endocrine effects from this, to me, seemingly 
correct angle. 

Voronoft** describes in a most superficial and sensational manner 
the most striking results of endocrine disturbances. He then out- 
lines his method of introducing testicular grafts into the serotum 
and tunica vaginalis. By placing a third testicle into a growing ram 
or goat, premature and intensified male characters develop. He next 
deseribes rejuvenation of several old bulls who resumed their virile 
funetions after the transplantation, but he repeatedly begs the ques- 


2Propedeutica Obstetrica. Par Arnaldo de Moraes. Docente de clinic obstetrica 
e assistente da clinica obstetrica da faculdade de medicine do Rio de Janeiro, etce., etc. 
Illustracoes de Luiz G. Loureiro. Pimenta de Mello & Cia. Rio de Janeiro, 1924. 

»Practical Midwifery. By Gibbon Fitzgibbon, Master, Rotunda Hospital, Dublin. 
With 175 illustrations. J. & A. Churchill, London, 1923. 

%Notes on Pathological and Operative Obstetrics. By Lyle G. McNeile, Professor 
of clinical obstetrics, College of Medical Evangelists, Los Angeles; Senior attending 
obstetrician, Los Angeles County Hospital, etc. Lefax, Incorporated, Publishers, 
Philadelphia, 1924. 

2The Internal Secretions. For the use of students and physicians. By Dr. Arthur 
Weil, assistant professor of physiology, University of Halle. Authorized translation 
of third German edition by Jacob Gutman, M.D., etc., director Brooklyn Diagnostic 
Institute. The Macmillan Co., New York, 1924. 

_=8Greffe Animale, ses applications utilitaires au Cheptel. Par le Dr. Serge Voronoff. 
Directeur du laboratoire de chirurgie expérimentale du collége de France, etc. Avec 
59 planches dans le texte. Libraire Octave Doin. Paris, 1925. 
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tion as to whether they again became useful as propagating stud 
animals. This pamphlet is interesting, suggestive but very far from 
convineing. 

Smith and MeClosky** using a modification of Dale and Laidlaw’s 
method, described the preparation of a stabile, infundibular powder 
to be used as a standard for the oxytoxie and pressor principle con- 
tained in the pituitary body. They also deseribe methods of preserv- 
ing infundibular extracts. 


MISCELLANEOUS 


Kitzwilliams has written a clear-cut, simple and instructive treatise 
On the Breast.*° The title, as well as the text, are typically English 
in the best sense of the word, the clinical side of the subject being 
emphasized by numerous short, epitomized ease histories. Consider- 
able attention is devoted to congenital abnormalities and curiosities. 
Inflammatory lesions of every variety are described. The last half 
of the volume is devoted to neoplasms. The author fully endorses 
the modern practice of removing any tumor of the breast as soon 
as discovered. He inclines toward radical removal in duct and cyst 
papillomata. The clinical aspects of cancer of the breast are de- 
scribed in great detail. The radical operation advocated resembles 
the Willey Meyer modification of Halstead’s technic. It is to be 
regretted that the steps of the operation are not illustrated sufficient- 
ly. Fitzwilliams is disappointed with the effect of postoperative x-ray 
treatment. Short, useful bibliographies conelude each chapter. 

The medical profession has become fully aware of the value of 
basal metabolism studies. The development of simple, clinical ap- 
paratus has popularized the method. DuBois’”® monograph is de- 
signed as a guide for the practitioner and student. Anyone with 
good knowledge of physies and chemistry can understand the pres- 
entation which is concise and elear. For research laboratories the 
Tissot spirometer or Benedict Universal is recommended; for hospital 
work the Benedict-Collins is suggested. The concluding chapter 
deals with the effect of disease on the metabolie rate. 

Rollier?? reviews his monumental work on the heliotherapy of tu- 
hbereulosis in this second edition of his monograph. In the historical 
review he most modestly lays elaim to no priority in this field. 
At present he controls the enormous number of twelve hundred 
heds, divided among thirty-four elinies which are situated at eleva- 
tions of 1250, 1350 and 1500 meters. 

Especially good results have been obtained in spondylitis, coxitis 
and other joint lesions, also in peritoneal and gland lesions. This 
monograph is a veritable mine of information on all aspects of helio- 
therapy. 

“Treasury Department Hygienic Laboratory. Bulletin No. 138, April 1924. By M 
I. Smith and Wm. T. McClosky, II Some Factors Concerned in the Deterioration of 
Pituitary Extracts. Washington, 1924. 

*On the Breast. By Duncan C. L. Fitzwilliams, Surgeon in charge of out-patients 
and lecturer on operative surgery at St. Mary’s Hospital, ete., etc. ©. V. Mosby Co., 
St. Louis, 1924. 

*Basal Metabolism in Health and Disease. By Eugene F. DuBois, M.D., Medical 
Director, Russell Sage Institute of Pathology, ete. Lea & Febiger, Philadelphia and 
New York, 1924 

“Die Heliotherapie der Tuberkulose. Von A. Rollier. Zweite vermehrte und ver- 
besserte Auflage. Mit 273 Abbildungen. Verlag von Julius Springer, Berlin, 1924. 
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Whether it is because Gray’s Anatomy**® was the first textbook 
through which I approached the subject of anatomy, or because of a 
certain simplicity, clearness and lack of pretentiousness which per- 
vades its pages, is hard for me to decide. [For long years it has 
remained my favorite. I ean still say this of this new twenty-first 
edition which has just appeared, under the editorial guidance of 
Warren H. Lewis. No startling changes have been made, but the 
hook has been kept up-to-date. However, I suggest that new and 
adequate illustrations for the female pelvic organs may grace a sub- 
sequent edition, and that, until further proof is obtained, the spleen 
be omitted from the group of ductless (i. e., endocrine) glands. 

The first volume of a three volume Clinik of Malignant Tumors*’ 
has just appeared under the editorial supervision of Zweifel and 
Payr. The editors, in their introduction, strike a somewhat apol- 
ogetic note, unnecessarily so it appears to me, because the purpose 
of the work—to be a trustworthy guide to the general practitioner, 
a book of reference to the surgeon and to help in the campaign 
for the early recognition of cancer—is well worth while. 

This first volume contains a chapter on the pathology of tumors 
by Max Borst. Tumors of the skin are dealt with by Delbanco and 
Unna. The remainder is taken up by all varieties of tumors of the 
head (skull, brain, eye, ear, nose, pharynx, mouth, larynx, parotid, 
thyroid and carotid gland, branchiogenetic growths and tumors of 
nerves) written by well-known surgeons among whom I mention 
Payr, Kittner, Pette, Sattler, Knick, Partseh, Kocher and the late 
Ilermann Heinicke. 

A more detailed review will be called for when this series is com- 
pleted. The work promises to be of great value. 

The final volume of Pfaundler and Schlossmann’s Handbook of 
Pediatries®® has appeared. Noeggerath deals with the urogenital dis- 
eases and, together with Eckstein, also with the adrenal system. Or- 
vanie nervous diseases are described by Ibrahim, functional nervous 
troubles by Gott, the meninges by Mendelsohn. The concluding arti- 
cle on diseases of the joints is contributed by Husler. <A detailed 
index completes this book, which in the compass of its four volumes 
includes the newest knowledge on pediatrics in most comprehensive 
and authoritative fashion. 

Mme. Greyfié de Bellecombe*! has written an elementary textbook 
dealing with the hygiene, and nourishment of the newborn and infant. 
Mother’s milk as the best and safest food is stressed but substitutes 
are deseribed in detail. The directions given are most detailed and 
specific, so as to be of use to both practitioners and mothers. 

The Child Health Inibrary®* consists of ten very small booklets 


Anatomy of the Human Body. By Henry Gray. Twenty-first edition, thoroughly 
revised and re-edited by Warren H. Lewis, Professor of physiological anatomy. Johns 
Hopkins University, Baltimore. Illustrated with 1283 engravings. Lea & Febiger, 
Philadelphia, 1924. 

“Die Klinik der Boesartigen Geschwuelste. In drei Baenden. Herausgegeben von 
Geh. Rat Professor Dr. P. Zweifel and Geh. Med. Rat Professor Dr. E. Payr. Erster 
a Mit 204 Textabbildungen und 33 farbigen Tafeln. Verlag von S. Hirzel, Leipzig, 
1924. 

*Handbuch der Kinderheilkunde. Herausgegeben von Professor Dr. M. von Pfaund- 
ler in Muenchen, und Professor Dr. A. Schlossman in Duesseldorf. Vierter Band, 
ite Sema. Mit 8 Tafeln und 163 Textfiguren. Verlag von F. C. W. Vogel, Leip- 
zig, 1924. 

1Pratique de l’Alimentation et de ’ Hygiene du Nourisson. Par Mme. P. Greyfié 
de Bellecombe. A. Maloine & Fils, Editeurs, Paris, 1924. 

“Child Health Library. A series of ten books. Edited by John C. Gebhart. Pub- 
lished by Robert K. Haas, Inec., New York, N. Y., 1924. 
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which cover prenatal care, the treatment of baby and school child 
and various phases of child hygiene both mental and physical. 

There is always much of interest in the report on public health of 
the surgeon general’s office**. Measles increased in the period cov- 
ered. Smallpox still shows an incidence of more than 30,000 cases 
(a sad commentary on state inefficiency). Tuberculosis and typhoid 
fever continue to show a gratifying decrease. The average length 
of life in the U. S. is now fifty-six years. A number of diseases are 
being studied. Among them pellagra, malaria, diphtheria and goiter 
may be mentioned. Many laboratory investigations—bacteriologic, 
pharmacologic and zoologic—are under way. The supervision of the 
water supplies furnished by common carriers is important. The di- 
vision of foreign and insular quarantine, as heretofore, makes a sep- 
arate report. A huge mass of information, in most condensed form, 
is found between these covers. 

The third volume of the International Clinics** contains several 
vood papers on malaria. The Dick test and active immunization 
against scarlet fever is of great importance (A. Zingher). 

In the fourth volume** of the same series, articles on granuloma 
inguinale (I. M. Johns), Vineent’s angina (M. W. Perry) and insulin 
(Banting) are especially interesting. 

Oelze has written a short, well illustrated nontechnical booklet 
dealing with all phases of the microscope and its accessories.*® This 
pamphlet will prove of use to those contemplating the purchase of an 
outfit for microscopy. 

Lay’s A Plea for Monogamy,** for which the publishers urge ‘‘that 
it be sold only to adults,’’ is a brilliantly written book, which, how- 
ever, | must confess, I was unable to read through. The book is 
written to show what makes thousands of unhappy married women 
restless and discontented. The author states that emotions today are 
no more complex than they were many thousands of years ago. His 
remark, that men and women with perfectly normal love life, feel 
no need whatever to talk about it, is absolutely true and well worth 
bearing in mind. He claims that the real happiness of marriage de- 
pends solely on the behavior of the husband, a claim to which many 
‘‘erotologists’’—the word is of Lay’s coinage—may perhaps take 
exception. As a plain gynecologist it appears to me that the author 
greatly exaggerates the importance of what he terms ‘‘satisfactory 
erotie technic.’’ When he remarks that it is a question whether sex 
problems can ever be permanently solved, he treads on firmer ground. 
Their solution will certainly not be brought about by such a book as 
this. 


“Annual Report of the Surgeon General of the Public Health Service of the United 
States. For the fiscal year 1924. Government Printing Office. Washington, 1924. 

“International Clinics. Volume III, Thirty-fourth Series, 1924. J. B. Lippincott 
Company, Philadelphia, 1924. 

International Clinics. Volume IV. Thirty-fourth Series. 1924. J. B. Lippincott 
Company, Philadelphia, 1924. 

“Pie Mikroskopische Ausruestung des Arztes. Von F. W. Oelze, Privatdozent fuer 
Dermatologie an der Universitaet Leipzig. Mit 126 Abbildungen im Texte. Verlag 
von Leopold Voss, Leipzig, 1924. 

“A Plea for Monogamy. ‘By Wilfrid Lay, Ph.D. Boni and Liveright. New York, 
1924. 
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AND GYNECOLOGY 


VALUABLE SUGGESTIONS FOR CONTRIBUTORS TO 
THE 
AMERICAN JOURNAL OF OBSTETRICS AND GYNECOLOGY 


‘*The four rules for the preparation of an article will then be: 


(1) Have somie- 
thing to say; (2) Say it; (3) Stop as soon as you have said it; (4) Give the 
paper a proper title.’’1 


Be clear.2 

Manuscript.— Manuscripts should be typewritten, with wide margins, and double 
spaced, on one side of paper 8% by 11 inches in size. The original copy should 
be sent to the ‘‘Journal’’ and the carbon copy retained by the author. Number 
the leaves consecutively, beginning with the title page. Put your name and address 
on the manuscript. 

Iilustrations.—Illustrations should be clear, preferably pen-and-ink drawings. 
Of photographs send a good print rather than a negative. Have lettering parallel 
to the bottom and top margins, and of sufficient size to be clear if cut is to be 
reduced. Tracings should be in black-and-white; avoid colors. Write your name 
on back of each picture; number them in one series (Fig. 1, ete.) to the end, and 
indicate in margin of the manuscript about where each is to be printed. See that 
the text references and ‘‘figures’’ correspond. Legends for illustrations should be 
written on a separate sheet. 

Bibliographic References.—Give only references actually consulted. If an ar- 
ticle is known only through an abstract give reference to the abstract in addition 
to that of the souree. References are printed to be of help in further reading; 
therefore, they must be complete, concise, and correct. Follow the style of the 
‘*TIndex Medicus’’ and ‘‘Index-Catalog of the Library of the Surgeon-General’s 
Office.’’ Be conservative in the use of abbreviations.4 

Arrangement.—As authors are quoted in the text give each a number in the 
order of citation, and number the bibliographic reference with the same number. 
Arrange the references in a list at the end of the article in the order of the 
numbers (see below), or arrange items in alphabetical order according to last 
names of authors, and distinguish between articles by the same author by the use 
of the date after his name in the text. 

Footnotes.— Where an author wishes to use footnotes at bottom of each page 
instead of the bibliography at end of article, the footnotes should be written in 
the text, but separated from it by horizontal lines above and below, or better, 
place them at bottom of each page. Use figures to indicate these footnotes, and 
number consecutively (1, 2, 3, ete.) throughout the article. If in addition to the 
bibliography mentioned above it is desired to use footnotes on certain pages, 
these can be indicated by an asterisk (*). 

Final Reading.—Let some one other than the author read the manuscript with 
these directions in mind. 

Shipment.—Send manuscript flat, postage paid, to the editor, Dr. 
Kosmak, 23 East 93rd St., New York City. 

Proof Reading.—Read carefully, with special attention to spelling of names 
and bibliographic data. Make corrections in the margin only with lines drawn 
from the revision to the point of change in the text. 
by making correction or crossing out query. 
sources, not from your carbon copy. 


Let your phraseology express one meaning and one only. 


Geo. W. 


Answer queries in the proof 
Verify your referenees from the 


References. (Read these.) 


1Billings, J. S.: Our Medical Literature, Trans. VII Intern. Med. Congress, Lond., 1881, 
4-70. 


i, 

2Mayer, Emil: Medical Literature and its Preparation, Med. Record, N. Y., 1915, 
Ixxxvii, 1019-1021. 

Allbutt, T. C.: Notes on the Composition of Scientific Papers. London, Macmil- 


lan, 1904. 
McCrae, Thomas: The Use of Words, Jour. A. M. A., Chic., 1915, Ixv, 135-139. 


*Suggestions to Medical Authors, issued by the A. M. A. Press, Chic., A. M. A., 
[1914 (?)}. 

‘Place, F.: 
Ixxxiii, 157-160. 


Bibliographic Style in Medical Literature, Med. Record, N. Y., 1913, 
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CONTROLLING 
THE INFANT’S DIET 


The physician knows the requirements of the individual 
baby—he alone is fitted to prescribe and to regulate the 
infant’s diet. 


Hisprescribing of the properfood, based upon the infant’s 
nutritional requirements, is of far more advantageto the 
infant than a printed set of rules on the label or bottle. 


The trained physician eliminates guesswork. He gives 
the mother a feeding formula and expects her to follow 
his directions. 


The physician who prescribes MEAD’S Infant Diet 
Materials knows his instructions will be followed to the 
letter. There are no directions on the packages to con- 
flict with his formula for each individual baby. 


MEAD’S DEXTRI-MALTOSE 
Cow's Milk and Water 
meet the demands of the average well baby 


MEAD’S CASEC 
and 


MEAD’S POWDERED PROTEIN MILK 


are very satisfactory in treating Summer (Fermentative) Diarrhea 


Samples of these products and literature sent on request 


The Mead Policy 
Mead’s Infant Diet Materials are advertised only to 
physicians. No feeding directions accompany trade 
packages. Information inregard to feeding is supplied 
to the mother by written instructions from her doc- 
tor, who changes the feedings from time to time to 
meet the nutritional requirements of the growing ia- 
N fant. Literature furnished only to physicians 


MEAD JOHNSON & COMPANY 
Evansville, Indiana, U. S. A. 
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The New Ethylene Model 


GWATHMEY APPARATUS—HOSPITAL SIZE 


The right way to use ethylene is in its combination with nitrous oxide and oxygen. 
It will thus greatly substitute ether. 


The safe way to use ethylene is to contro] it without a pressure chamber and to mix 
it with other pases at atmospheric pressure. 


The adequate way to use ethylene is in amounts not exceeding 50 gals. per hour or 
maximum 334 It. per minute with up to 30 % oxygen. 


The new ethylene model of the Gwathmey Apparatus enables you to prove the 
correctness of these statements. 


Upon request we refer you to users of the apparatus. 


Fear is eliminated in the use of ethylene with the Gwathmey Apparatus, not one case 
of explosion or static spark being om record by users of the Gwathmey Apparatus. 


THE FOREGGER COMPANY, 47 West 42nd St., New York 
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